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Paludrine was synthesized and first tested in avian malaria by 
Curd, Davey, and Rose in 1945. It was first used in the treat- 
ment of human malaria in the same year (Adams, Maegraith, 
et al., 1945 ; Maegraith, Adams, et al., 1945). Recent work in 
Liverpool and Australia has shown that paludrine is in some 
ways an even more efficient antimalarial than was at first 
thought. Although the drug is not yet available for general 
use, it may be advantageous to review briefly some of the work 
at present proceeding in this country. 

The search for new synthetic antimalarials in recent years 
has in the main been concerned with derivatives of quinoline 
and acridine, the basic structures of pamaquin and mepacrine 
respectively. The great value of the discovery of paludrine is 
that this drug has been developed along entirely different 
chemical lines and its discoverers have given us a new group of 
antimalarial compounds, the development of which has been 
logically based on certain theories of possible modes of activity. 

Curd, Davey, and Rose started their research by investigating 
the activity of pyrimidine and its derivatives in bird malaria. 
Pyrimidine was chosen because of its presence in nucleopro- 
teins and associated enzyme systems and because of its proved 
value in certain sulpha drugs, particularly sulphadiazine, which 
were known to possess antimalarial activity. 

As new compounds were synthesized they were tested for 
activity against P. gallinaceum infections in chicks. Several 
pyrimidine derivatives were found to have some antimalarial 
activity, but trial in human malaria in the early stages of the 
experiments was hindered by toxicity. Imaginative research 
soon altered the whole picture, however, and as a result of 
consideration of the chemical properties of the linkage between 
the aryl and pyrimidine nuclei in the new compounds it was 
discovered that inclusion of the guanidine group greatly 
enhanced the antimalarial activity. The first compound of the 
new series wag found to be active in human malaria, but 
extensive trials at Liverpool and by the Army proved this 
drug (3349) to have minor unpleasant side-effects (Adams and 
Sanderson, 1945; Army Malaria Research Unit, 1944). Deri- 
vatives of biguanide were then synthesized, and finally two 
highly potent antimalaria! drugs were produced—namely, 4430 
and 4888. 

These drugs were both very active against the blood forms 
of P. gallinaceum, and were also found to affect the exo- 
erythrocytic forms of the parasite. This activity against the 
exo-erythrocytic forms of avian malaria is practically unique 
amongst antimalarial drugs, and in this respect 4888 was found 
to be more active than 4430. As will be seen below, 4888, 
Mhich has now been renamed “ paludrine,” has proved to be 
a highly efficient antimalarial drug in human cases. In addition, 
over an exceptionally wide range of therapeutic activity it has 
been found to be virtually non-toxic. Its activity against the 
presumptive exo-erythrocytic forms of human malaria has yet, 
however, to be established in the case of P. vivax infections. 


Treatment of P. vivax Infections with Twice-daily Dosage 


Adams, Maegraith, et al. (1945) treated 157 cases of P. vivax 
malaria with oral paludrine in doses ranging from 10 mg. to 


750 mg. twice daily for 14 to 28 days. Clinical cure was 
obtained in all cases. The patients were chiefly Service per- 
sonnel recently returned to England from the Indian, Burman, 
and Mediterranean theatres of war. Most of these men had 
prolonged clinical histories of relapsing benign tertian malaria 
prior to their admission; some had no previous history of 
malaria and were regarded as suffering from primary infections. 
At the time of treatment all had overt benign tertian malaria, 
with parasites present in the peripheral blood. Suppressive 
drug treatment had not been given for at least a fortnight before 
the administration of paludrine. As a check on the possible 
spontaneous resolution of the clinical attack patients were kept 
under observation in hospital until they had had at least two 
paroxysms, and were not treated with paludrine unless the 
parasite count in the peripheral blood remained steady or 
increased during the period of observation. Paludrine was 
administered orally as tablets twice daily. The nurse who 
administered the drug recorded each dose given. As an 
additional control on the administration and absorption of 
the drug the urinary output was measured at intervals during 
the treatmert. : 

The early experiments were designed to discover the thera- 
peutically effective dosages of the drug and its possible side- 
effects. The therapeutic effect of paludrine was gauged clini- 
cally by its action on the paroxysms and temperature and by 
the disappearance of asexual parasites from the peripheral 
blood. Paludrine proved effective over a wide range of dosage. 
Some patients responded to as little as 2.5 mg. given twice daily 
for 14 days, but consistent clinical cure was obtained only 
with dosages of 10 mg. or more twice daily. Doses of up to 
750 mg. twice daily were tried in some patients, but even at 
this high dosage level serious side-effects were not encountered 
provided the patient was given fluid when taking the drug. 
At dosages of 500 mg. or more twice daily some patients com- 
plained of abdominal discomfort and nausea, and sometimes 
vomiting half an hour to an hour after taking the tablets. In 
no case, however, was it necessary to stop the treatment because 
of toxic symptoms. No urinary symptoms were noted on any 
dosage regime. Volunteers who were taking the drug while 
actively engaged in their ordinary work appeared to be less 
tolerant than patients lying quietly in bed. 

The effect of paludrine on the P. vivax parasites and the 
clinical course of the disease was similar to that of adequate 
mepacrine dosage. In most cases the asexual parasites had 
disappeared from the peripheral blood by the fourth day of 
treatment, and the sexual parasites by the fifth day. There was 
rarely more than one rise of temperature above normal sub- 
sequent to the beginning of treatment. 

Once the range of the therapeutically active dosages of 
paludrine had been determined, an experiment was started with 
the object of establishing the effect of the drug in controlling 
subsequent relapses. For this purpose dosage regimes of 50 
mg. and 500 mg. twice daily for 14 days were chosen, and 
the effects of these dosages were compared with those of a 
course of mepacrine (200 mg. 6-hourly for 2 days, followed 
by 100 mg. 8-hourly for 10 days) similar to that used in 
previous experiments (Army Malaria Research Unit, 1944). 
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Patients were treated, as they were admitted to hospital, with 
one or other of these three courses in rotation, so as to obtain 
random sampling of subjects. Each patient was followed up 
for six months after treatment. This experiment is not yet 
completed, but it has become clear that paludrine in the dosages 
described above has no greater effect on the relapse rate than 
mepacrine, and is therefore in this respect apparently less 
efficient than a combination course of quinine (10 gr. (0.65 g.) 
t.d.s.) and pamaquin (10 mg. t.d.s.) given concurrently for 10 
days, as originally recommended by Sinton (Army Malaria 
Research Unit, 1944). 


Treatment of P. falciparum Infections 


The therapeutic activity of paludrine in P. falciparum malaria 
was also examined by Maegraith, Adams, et al. (1945). The 
patients were either Service men or Merchant Navy personnel 
recently returned to England from either West or East Africa. 
Of the 22 patients treated in the first series of cases, 16 were 
suffering from primary attacks of malignant tertian malaria. 
They had received no antimalarial drug for at least a fortnight 
before treatment with paludrine was started. As in the cases 
of P. vivax malaria, when possible the patient was watched in 
hospital for a few days before paludrine was administered, but 
this period of observa- 
tion had often to be 
omitted because of the 
severity of the illness. 

Paludrine was ad- 
ministered orally under 
the same conditions as 
in the treatment of 
benign tertian malaria, 
in doses ranging from 
50 mg. to 600 mg. 
twice daily for 14 days. 
Doses of less than 
50 mg. twice daily have 
not yet been given 
in malignant  tertian 
malaria. These doses 
were found to con- 
trol the clinical attack 
effectively. 





diately self-limited, paludrine is administered orally followed 
by a good draught of water. 

Single doses of 50, 100, 200, 300, and 400 mg. have been 
employed. The effect of any of these doses on the clinical 
course of the malarial attack is rapid and almost as fast as it 
is with multiple twice-daily dosage. The patient feels better 
within a few hours of taking the drug, and, although there is 
usually a rise of temperature above normal on the “ paroxysm 
day” immediately subsequent to treatment, this fever is not 
usually associated with a rigor. 
temperature until relapse occurs in due course. The asexual 
parasites disappear more slowly from the peripheral blood 
than they do after repeated dosage, but the blood is usually 
clear of parasites by the fourth or fifth day. Sexual forms dis- 
appear more slowly than the asexual parasites. 

Parasites reappear in the peripheral blood three to eight 
weeks after administration of the single dose of paludrine ; their 
reappearance is usually accompanied by the clinical signs of 
malaria. Such relapses respond immediately to a further single 
dose of the drug, a dose of 100 mg. being sufficient to abort 
the attack. We have found that relapses of this sort can be 
treated efficiently with 100 mg. paludrine independently of the 
size of the previous dose. If a single dose of 100 mg. paludrine 
is administered weekly 
after the treatment of 
an acute attack the re- 
lapse is held off indefi- 
nitely. We are now 
treating on these lines 
all patients with relaps- 
ing or delayed primary 
benign tertian malaria. 
On admission the 
patient receives a single 
dose of 300 mg. palu- 
drine accompanied by 
a glass of water. A 
week later he is given 
one 100-mg. paludrine 
tablet, and is told on 
discharge to take a 
similar tablet once 
weekly for the next 


The clinical recovery Chart eis = effect “ a — —_ <_< nn Eek ge Pl case of six months. Patients 
was usually as rapid a ee ee ee ee are followed up by 
as in benign tertian means of printed post- 


malaria, and the action of the drug on the asexual parasites 
was as efficient as in the case of P. vivax. Paludrine appeared 
to have no action on the sexual forms of P. falciparum, which, 
when present, remained in the peripheral blood throughout 
treatment. 

Recently cases of malignant tertian malaria have been treated 
as they were admitted to hospital, with either 100 mg. or 
200 mg. paludrine twice daily for 14 days. Attempts have 
been made to follow up patients subsequent to discharge from 
hospital, but this has proved difficult in some cases, especially 
with coloured seamen. It is not known for certain, therefore, 
what effect paludrine has on the relapse rate of malignant ter- 
tian malaria, but the evidence at present available indicates that 
after dosage of 100 mg. twice daily or more for 14 days sub- 
sequent relapses do not occur. This finding is in agreement 
with Fairley’s observations in sporozoite-induced malignant 
tertian malaria, in which he found that paludrine acted as a 
causal prophylactic. 


Treatment of P. vivax Malaria with a Single Dose of Paludrine 


Fairley (1946) has recently reported that he and his colleagues 
in Australia have obtained clinical cures in cases of trophozoite- 
and sporozoite-induced P. vivax malaria after the administration 
of single doses of 100 mg. paludrine. 

We have obtained similar clinical cures in naturally acquired 
P. vivax infections with single doses of the drug. The patients 
treated in this series of experiments have all been Service men 
suffering from relapsing or delayed primary benign tertian 
malaria. After the usual interval of observation required to 
determine whether the malarial attack is likely to be imme- 


cards. After six months they cease taking the drug, but are 
followed up for a further six months. Results of this experi- 
ment are not yet available, but it is hoped that the process 
of exposing the parasites to a long series of intermittent 
dosages of paludrine may prove more effective in producing 
radical cure of P. vivax infections than have the continu- 
ous fortnightly twice-daily dosage regimes previously used in 
treatment. 

The control of the acute clinical attack of P. vivax infection 
by paludrine must depend upon the effective concentration of 
the drug in the fluid surrounding the parasite—i.e., within either 
the red cell or the blood plasma. The lowest single dose so 
far known to have an effect on the acute attack is S50 mg. The 
maximum plasma concentrations of the drug reached after this 
dosage may be taken to represent the minimum level known 
to be effective against the parasite. After single dosage with 
200 mg. or more we have found that this effective level is 
maintained for more than 48 hours in spite of the rapid excre- 
tion of the drug in the urine. Single-dose therapy may there- 
fore be regarded as a method of providing effective drug 
concentrations lasting not just for a few hours but for several 
days. The same argument should apply to mepacrine, which 
is excreted much more slowly and incompletely than paludrine 
(Army Malaria Research Unit, 1945). Three patients suffering 
from relapsing benign tertian malaria were therefore given a 
single dose of 400 mg. mepacrine orally, followed by a draught 
of water. Clinical cure occurred in all three with the same 
speed as in dosage with paludrine. Some abdominal discomfort 
was noted in all. One case relapsed 10 days after the adminis- 
tration of the mepacrine; the others were given 100 meg. 
paludrine weekly, as above. 


There is no further rise of’ 
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The activity of smaller doses of paludrine and mepacrine is 
now being investigated. There seems to be little to choose 
between single doses of paludrine and mepacrine in the treat- 
ment of the acute attack of relapsing or delayed primary benign 
tertian malaria, apart from the slight abdominal discomfort 
sometimes produced by the latter. The advantage of paludrine, 
however, lies in its being a colourless drug, and therefore 
much more satisfactory to: prescribe over a long period. 


It must be remembered, too, that the activity of paludrine 
against the exo-erythrocytic form of P. gallinaceum is not 
shared by mepacrine. The recent experiments of Fairley and 
his co-workers in Australia suggest that under suitable con- 
ditions paludrine may act on the as yet unidentified exo- 
erythrocytic forms of the human P. vivax parasites. It is 
possible that dosage with paludrine may therefore materially 
affect the relapse rate of chronic B.T. malaria, upon which 
mepacrine has little effect, if the drug is given, as described, 
in weekly single doses over a prolonged period. 


Our results in the treatment of benign tertian malaria will 
possibly be exposed to the hoary criticism that the cases we 
have dealt with would have cured themselves without the 
administration of the drug. Such spontaneous recovery does 
occasionally occur, but this argument (which, of course, applies 
to all antimalarial research) practically amounts to declaring 
that all cases of benign tertian malaria admitted to our wards 
spontaneously subside after the second or third rigor. We 
have tried to counter it by observing all our cases before treat- 
ment until they have had at least two rigors (with unchanged 
or rising parasitaemia). In some cases we have allowed the 
patient to have five or more rigors, after which clinical cure 
has been obtained immediately following the administration 
of a single dose of paludrine. (The temperature chart of such 
a case is here reproduced.) 


Summary 

Paludrine is a colourless slightly bitter drug belonging to a class 
ef chemical compound not previously known to have antimalarial 
activity. Unlike most other antimalarial drugs, it has been found 
to have an action on the exo-erythrocytic forms of the parasites 
in P. gallinaceum avian malaria. 

It has been used successfully in the treatment of benign tertian 
malaria (both in relapses and in delayed primary attacks) and in 
acute attacks of malignant tertian malaria (both primary cases and 
relapses). 

It has a very wide therapeutic range of activity. Doses of 10 to 
750 mg. and of 50 to 600 mg. twice daily for 14 days have been 
used successfully in the treatment of benign and malignant tertian 
malaria respectively. No serious toxic side-effects have been observed 
with such dosages, although occasional nausea and vomiting may 
occur at dosages of 500 mg. or more twice daily. 

The administration of single doses of 50, 100, 200, 300, and 
400 mg. will produce clinical cure of relapsing and delayed 
primary cases of benign tertian malaria. Similar effects have been 
obtained with single doses of 400 mg. mepacrine. 

Twice-daily dosage regimes for 14 days have no greater effect on 
the relapse rate of benign tertian malaria than full courses of mepa- 
crine. The administration of one dose of 100 mg. weekly after 
treatment of the acute attack with a single dose of 50 to 400 mg. 
has so far been found to keep the patient free from relapses. The 
effect of this therapy over a period of six months is being 
investigated. 
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King Edward’s Hospital Fund for London has issued a revised 
edition of its out-patient time-table for London hospitals. All 
doctors in the Metropolitan Police District are receiving copies, and 
a considerable number are being sent to infant welfare and other 
health societies. This time-table helps patients and their doctors 
to prevent the waste of time which sometimes results from attend- 
ing hospitals at the wrong hour, or even on the wrong day. A 
limited number of copies are obtainable free of charge from George 
Barber and Sons, Ltd., 23, Furnival Street, E.C.4. 


EXTRARENAL URAEMIA 


BY 


S. G. ZONDEK, M.D. 


(From the Department of Internal Medicine of the Hadassah 
Municipal Hospital, Tel-Aviv) 


The appearance of renal failure in the course of organic renal 
disease does not seem to be either extraordinary or strange. 
This does not apply to those rather frequent cases of renal 
failure which are met with in diseases not primarily involving 
the kidneys, and in patients who apparently had previously never 
suffered from any kidney trouble. The most varied pathological 
conditions may give rise to this kind of renal failure. The 
following may be mentioned first: any disease accompanied 
by considerable loss of water and/or salts (vomiting and/or 
diarrhoea); major operations of any kind; burns; crushing 
and other grave injuries. Renal failure may also be observed 
in severe liver affections, particularly when complicated by 
jaundice (hepato-renal syndrome); in myocardial infarction ; 
and in general infections of various kinds. 

All these cases of renal failure are of an acute character, 
and are cured within a few days, or end fatally, with oliguria, 
anuria, and, finally, uraemic coma as their most prominent 
symptoms. The question arises whether these cases of extra- 
renal or, according to Fishberg (1939), prerenal uraemia have 
a common basis, and, if so, what is its nature? As suggested 
in a previous publication, renal failure in the above-mentioned 
conditions should be defined as functional, because these cases, 
as has been found by many other authors, display either 
no pathological changes at all in the kidneys or only changes 
insufficient to account for the grave functional disturbances. 
If there are changes, these are more or less of the same 
character irrespective of whether the fatal uraemia was caused 
by burns, by crushing injuries or other forms of trauma, or 
even by pyloric stenosis (Beall, Bywaters, Belsey, ef al., 1941; 
Young and McMichael, 1941 ; Young, 1942 ; McLetchie, 1943 ; 
Darmady et al., 1944). The tubules are affected, while the 
glomeruli are generally found to be normal, although the nature 
of the functional disturbance—oliguria or anuria—points 
particularly to functional changes in the glomerular apparatus 
(Fishberg, 1939). 

““Extrarenal uraemia,” or “functional renal failure,” as it 
may also be called, is closely connected with “extrarenal 
azotaemia ” (Zondek, 1944). The latter term designates only 
those cases with high non-protein nitrogen in the blood due 
not to renal failure but to increased endogenous breakdown of 
protein. The non-protein nitrogen is moderately increased in 
the blood and markedly increased in the urine (up to 50 g. and 
more urea per day, thus considerably exceeding the quantity 
to be expected from the protein intake). The good renal 
function in these cases is shown also in the ability to secrete 
urine with optimal urea concentration (up to 5%), and in the 
satisfactory result of the urea clearance test. The high urea 
excretion is in marked contrast to a very low excretion of 
sodium chloride (dissociation of the urea—sodium-chloride 
excretion). The ratio of sodium chloride to urea in the urine 
may be 1:20 and even 1:50 and higher. The low excretion 
of sodium chloride (sometimes less than 1 g. daily) is not 
limited to the cases with chloride loss due to vomiting, diar- 
rhoea, etc. ; it is not caused by hypochloraemia, but is one of 
the reactions which take place in connexion with the increased 
breakdown of protein. . 

There is a definite relationship between extrarenal uraemia 
and extrarenal azotaemia (Zondek, 1944): (1) extrarenal azot- 
aemia appears under the same morbid conditions as extrarenal 
uraemia—that is, the same disease which in one person may lead 
to extrarenal uraemia may cause in another extrarenal azot- 
aemia ; (2) in every case of extrarenal uraemia, extrarenal azot- 
aemia is also present. In other words, one patient may react 
with extrarenal azotaemia alone, whereas the other reacts with 
extrarenal azotaemia plus renal failure. 


Extrarenal Azotaemia 


If the increased endogenous breakdown of protein is not on 
too big a scale there is no rise in non-protein nitrogen in the 
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blood, but the typical changes in the composition of the urine 
are present. These cases may be defined as the abortive form 
of extrarenal azotaemia, and although they are of no particular 
clinical importance they merit our attention for a better under- 
standing of the main problem. The following two cases are 
examples of this group: 


Case 1.—A man of 30 fell ill with dysentery and a high tempera- 
ture two days before admission to hospital. On the first day in 
hospital the blood urea was 46 mg., three days later 36 mg.; 
NaCl concentration in the urine during this period: 2.1, 2.6, 
and 2.0 g. per litre, with urea concentration 35, 40, and 42 mg. 
per 100 ml. Total daily excretion of NaCl ranging from 1.0 to 
1.2 g., total urea excretion from 28 to 31 g. Urine free from albumin 
and other pathological elements. 

Case 2.—A man of 38 fell ill one day before admission to hospital 
with myocardial infarction of the posterior wall. Very slight vomit- 
ing and sweating during the first two days. On the second day of 
his illness there was a moderate rise of temperature, which continued 
for four days. On admission his blood pressure was 100/70 mm. 
Hg, falling during the following four days to 90/50 mm. Hg. Blood 
on the day of admission: NaCl 580, urea 50, and uric acid 3 mg. 
per 100 ml.; four days later, urea 36 and uric acid 4.2 mg. per 
100 ml. Urine during this period: NaCl concentration 2.2-2.6 g. 
per litre, urea 48-50 g. per litre; total daily excretion: NaCl 
1.4-1.8 g., urea 26-30 g. Urine free from albumin, etc. 


The occurrence of renal failure is, as already mentioned, a 
not uncommon event after serious injuries or burns. So far 
I have had no opportunity of examining such patients; but 
it is unquestionable that in cases of burns and injuries pure 
extrarenal azotaemia may be met with. According to Cuth- 
bertson (1936), Lucido (1940), Croft and Peters (1945), in burns 
at least there is a greatly increased urinary excretion of urea 
due to abnormal proteiri breakdown. No attention, however, 
was paid in these examinations to the sodium chloride excretion ; 
but the latter can be assumed to be very low in these cases. 
In this connexion the recently published paper of Cooke 
et al. (1945) refers to injuries with “systemic reaction” and 
presents the findings in the blood and urine of the patients in 
‘ question. The greatly increased urinary excretion of nitrogen- 
containing substances is stressed by these authors. The figures 
for urinary output are sometimes as low as 0.25 g. of 
chloride daily, while those for total nitrogen reach 20 g. and 
more. The results of the urine examinations made on various 
patients were as follows: 


i864 252 ° 305 194 27-2 


Total nitrogen (g.) .. 186 18-1 27-9 
107 1:82 2-4 41 062 4:7 


Total chlo ide (g.) .. 0-25 0-27 


Another point of interest is that among these cases with marked 
dissociation in the excretion of sodium chloride and nitrogen- 
containing substances there were a number whose blood urea 
did not increase at all. These findings correspond closely with 
those described above in such affections as dysentery and myo- 
cardial infarction and also represent an abortive form of 
extrarenal azotaemia. 


Extrarenal Uraemia 


An essential feature of renal failure which has been 
observed in cases of uraemia on the basis of primary renal 
disease is decreased excretion of sodium chloride and urea in 
the urine. The relationship, however, may be the same as in 
healthy people. A ratio ranging between 1:1 and 1:4 covers 
even the variations made possible by the nutritional factor. In 
cases of extrarenal uraemia the ratio of sodium chloride to urea 
mostly ranges between 1:10 and 1:20 (Zondek, 1944). 
There is no need to explain why the urea excretion is not as 
high in these cases as in pure extrarenal azotaemia, with a ratio 
varying from 1:20 to 1:50 and even higher. On the other 
hand, the difference in the sodium chloride and urea excretion 
found in these cases of extrarenal uraemia is large enough to 
prove the simultaneous existence of an azotaemic process 
caused by increased endogenous breakdown of protein. There 
are, however, extremely severe cases of renal failure which, 
according to their aetiology, must be considered as belonging 
to the group of extrarenal uraemia, too, and they behave, so far 
as the sodium chloride and urea excretion is concerned, like 
cases of true uraemia due to primary renal disease. But even 
in these cases the combined pathology of renal failure and 
extrarenal azotaemia may be assumed, the latter concealed by 


the severity of the former ; the characteristic symptoms of the 
extrarenal azotaemia may not be revealed until after the 
lessening or disappearance of the renal insufficiency, as seen 
in the following case. 


Case 3—A man of 56 developed a very grave form of infectious 
hepatitis three days before admission to hospital. Besides the usual 
general symptoms he had severe pains in all his limbs. From the 
second day of his illness there was constantly increasing jaundice. 
In its clinical course the disease was very similar to Weil’s disease ; 


all bacteriological and serological examinations were, however, nega- - 


tive. In the last 24 hours before admission oliguria was noted, and 
this became more marked during the following 48 hours ; daily 
urine output not more than 200 ml. On the day of his admission : 
blood, bilirubin (van den Bergh) 8.8 mg. per 100 ml., Takata- 
Ara ++, cephalin and formol test + +, NaCl 560, urea 223, uric 
acid 10.5 mg. per 100 ml.; urine, traces of albumin, bilirubin 
+++, urobilinogen +, a few leucocytes and casts, NaCl 2 g. 
per litre, urea 3.4 g. per litre. The patient was treated with 
infusions of saline and 5% glucose, and on the fourth day after 
the beginning of the oliguria diuresis set in; the daily urine output 
on the following nine days was 1,100-3,000 ml. In spite of the 
improving diuresis there was a further increase of urea in the blood, 
reaching its climax of 450 mg. per 100 mi. on the third day of 
the improved diuresis. From that day onwards continuous fali of 
the urea. On the ninth day of the improved diuresis, several hours 
before the patient’s death, urea 108 and uric acid 3 mg. per 100 ml. 
During the whole period the NaC] excretion, in spite of its abundant 
administration (daily saline infusions of 1,000 ml. for ten days), 
was very small; its concentration in the urine mostly between 1.3 
and 1.9 g. per litre, the daily total between 2 and 5 g. The 
urea excretion, on the other hand, with the improvement in the 
diuresis steadily increased: its concentration in the urine between 15 
and 32 g. per litre, its daily quantity between 27 and 98 2 
The urinary ratio of NaCl to urea of about 1: 2 during the days of 
the oliguria rose to 1: 15 and 1:20 after the improvement of the 
diuresis. On the fourteenth day of his illness the patient succumbed. 
For the exact data of the case see the Table. 


Details of Case 3 














April: | 8 9 |} 10] 11] 12] 13] 14] 15] 16) 17] 18 

Blood (mg. per 100 ml.): 

Bilirubin a os 8-8) 9-5 13-8 16:3 

NaCl.. mh uf 580 600 

Uric acid 10-5} 17-2) 14-0} 11-0} 13-5 6:2) 4-6 3-0 

Urea .. = 223 | 283 | 300} 450} 380 211} 133 108 
Urine (g. per litre) 

NaCl.. ue 2-0} 1-8] 2-6] 1-6] 1-3] 1-4] 1-4) 1-8] 1-8) 1-9) 5-7 

Urea .. x .. | 3-4] 3-5} 11-2] 15-2] 17-6] 17-6) 28-0} 32-8} 30-4) 28-0) 19- 
Urinary excretion daily 

g.): 
nSCl.. % .- | 0-4 10-35; 2-9) 2-9] 3-6] 3-3} 4-8] 4-5) 5-0) 6-7) 17-6 
Urea .. ae .. |0°68/0°7 | 12-4] 27-3} 49-2) 40-5} 91-2] 82-0) 85-1] 98-0) 59-5 
































Post-mortem Examination (Dr. Karplus).—Liver: weight 1,960 g.; 
macroscopic appearance normal; microscopically, periportal infiltra- 
tion. Kidneys: except for hyperaemia glomerular apparatus entirely 
normal; Henle’s loops without definite findings, but marked changes 
ranging from degeneration to necrosis in the first and second con- 
voluted tubules. 

The fact that after cessation of the oliguria the amount of 
sodium chloride excreted in the urine remained at its previous 
low level, while the quantity of urea continuously increased, 
must be considered proof of the existence of an extrarenal 
azotaemic process. It might be claimed that the enormous urea 
excretion was due only to the retention of urea in the body 
during the anuric stage, but this argument is not justified. The 
oliguric phase has existed for three days only, during which 
period the amount of urea retained could not possibly have 
been large enough to account for a daily urea excretion of from 
27 to 98 g. for nine successive days (the exact quantity of the 
excreted urea during this period amounted to 544 g.). The entire 
process is not comprehensible except by assuming that there 
was from the very beginning an enormously increased endo- 
genous breakdown of protein, the detection of which (dis- 
sociation of the urinary excretion of sodium chloride and urea) 
was impossible until the phase of grave renal failure had passed. 
The patient died in spite of overcoming the renal insufficiency. 
On the other hand, among the various factors causing the death 
of the patient, that of protein breakdown should not be neg- 
lected. In any case an excretion of more than 500 g. of urea 
within nine days points to an enormous loss of body protein, 
and this, it may be stressed, not at the expense of the liver tissue, 
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the weight of which did not decrease (see the necropsy report). 
Not always in the group illustrated by Case 3 can the extra- 
renal azotaemic process be detected after the improvement in 
the renal failure; as a rule the protein breakdown does not 
continue for longer than the renal failure, or not for a period 
sufficiently long to make the proof as clear as in Case 3. 

If extrarenal uraemia in the group of diseases quoted in this 
paper is always associated with extrarenal azotaemia, we may 
consider the latter (increased endogenous breakdown of protein) 
to be the cause of the appearance of renal failure. As already 
suggested by Volhard (1931) in the case of post-operative 
uraemia, and by Beall ef al. (1941) and Eggleton (1944) in 
the case of crushing injuries, the pathological breakdown of 
protein may lead to the formation of katabolic toxic substances 
which affect the kidneys and lead to renal insufficiency (nephro- 
toxic theory of Bywaters). The equally good response of both 
extrarenal azotaemia and extrarenal uraemia to the ‘same treat- 
ment—administration of sodium chloride (Zondek, 1944)— 
also suggests the interdependence of both processes. However, 
there may be arguments against this suggestion. Though extra- 
renal azotaemia is undoubtedly the sequel of protein breakdown, 
renal failure could be caused by quite another process connected 
with the primary disease. One factor which should be con- 
sidered is the fall in blood pressure, another the decreased renal 
blood flow (Fishberg, 1939), both met with often in the various 
conditions in question. In animals at least a fall in blood 
pressure and decreased renal. blood flow affect renal function 
unfavourably, but these two factors can hardly be regarded as 
responsible for the renal failure in our cases. Thus, in myo- 
cardial infarction, a disease characterized by a fall in blood 
pressure, and probably also by decreased renal blood flow, 
pure extrarenal azotaemia with very good renal function may 
be observed (see Case 2). The interdependence between extra- 
renal azotaemia and functional renal failure shou!d not be over- 
stressed, but their close correlation cannot be doubted. 


Discussion 

Like symptoms or symptom-complexes appearing in the most 
different groups of diseases are rightly interpreted as of a non- 
specific nature. Extrarenal azotaemia should be regarded as 
such a symptom. It is not the specific nature of a special 
primary disease which is responsible for this reaction, but 
rather a factor so far unknown to us and apparently connected 
with the gravity of a number of different diseases, such as 
acute enteritis, hepatitis, myocardial infarction, injuries, burns, 
acute infections, etc. 
cause extrarenal azotaemia. There is a close relationship 
between extrarenal azotaemia and functional renal failure, the 
former being potentially the latter. Given the same basic 
disease, a person may react, if at all, either with extrarenal 
azotaemia alone or with extrarenal azotaemia plus functional 
renal failure—that is, extrarenal uraemia. The range of 
intensity of the possible reaction is very wide; one end is 
marked by the mildest form of extrarenal azotaemia, evidenced 
only by the appearance of the typical changes in the com- 
position of the urine; the other by the most severe form of 
renal failure with oliguria or even anuria. If with accurate 
diagnostic methods very slight disturbances in the function of 
the kidneys should be detected also in cases of so-called pure 
extrarenal azotaemia, our views would not need to be revised. 
In these latter cases the extrarenal azotaemic process caused by 
increased endogenous breakdown of protein would remain the 
chief factor responsible for the clinical findings. Functional 
renal failure may also be produced in the absence of an extra- 
renal azotaemic process; thus katabolic substances other than 
those from protein katabolism, and exogenous substances 
(e.g., sulphonamides), may affect the kidneys. But even allowing 
for this possibility, the vast majority of all cases of functional 
renal failure may be associated with extrarenal azotaemia. 
Since extrarenal azotaemia is in these cases non-specific, the 
accompanying process of functional renal failure must be con- 
sidered in the same light, though it may be regarded as the 
specific reaction of the kidneys to a non-specific process—that 
is, extrarenal azotaemia and what it represents. 

The question arises why one patient reacts with extrarenal 
azotaemia alone and another with extrarenal azotaemia plus 


Actually there is no disease which cannot 


functional renal failure. As in many other circumstances a con- 
stitutional factor unknown to us may play the decisive part, but 
other factors must be taken into account. If renal failure is a 
sequel to the extrarenal azotaemic process, importance must be 
attached to the intensity of that process. In this connexion it 
may be recalled that in Case 3, with particularly grave renal 
insufficiency, the body protein broken down within nine days 
amounted to nearly 2 kg. ; the urea excretion alone, excluding 
all other nitrogenous substances, was about 550 g., while the 
protein intake during this period was negligible. The condition 
of the kidneys before the onset of the disease is another 
important factor; kidneys affected by arteriosclerosis or 
damaged by any other chronic disease must be assumed to be 
more likely to react with renal insufficiency than those of young 
and healthy people. 

If the most different groups of diseases may cause extrarenal 
azotaemia and functional renal failure, might not the same 
pattern apply also to primary renal disease? Take the following 
not uncommon case: A patient has been suffering from an 
uninfected renal calculus for a long time without any dis- 
turbance in the renal function. A sudden infection of the 
urinary tract may lead to acute uraemia. Might the uraemia 
not be of the same type as in acute liver affections and in 
diseases of other specific organs? There is no definite answer 
to this question as yet, but the following fact is remarkable. 
The administration of sodium chloride (infusions of saline or 
saline plus glucose) is an efficient form of treatment in extra- 
renal azotaemia and extrarenal uraemia, as also in Fishberg’s 
“prerenal” uraemia. There is, too, no better treatment for 
uraemia in a case of renal calculus, excepting only specific 
treatment (operation) of the stone itself. The withdrawal of 
sodium chloride in all renal diseases to the extent to which it 
was common previously is surely not the right treatment and 
may even be harmful. We are, however, still very far from 
being in a position to decide definitely on the indications for 
its administration in the various renal affections. Our view that 
uraemia in organic renal disease may sometimes be of the type 
of extrarenal uraemia—that is, functional renal failure—can 
serve as a clue to an understanding of the therapeutic efficiency 
of sodium chloride in at least a special group ‘of cases of renal 
disease. It is undoubtedly difficult to decide in a specific case 
of organic renal disease with uraemia whether the renal failure 
is non-specific—extrarenal and functional in nature—or a 
specific sequel to the existing organic refial disease. Possibly 
our examinations may prove helpful in overcoming these diffi- 
culties to a certain extent at least. The detection of an extra- 
renal azotaemic process (marked dissociation of sodium 
chloride and urea excretion) would permit us to regard the 
existing renal failure as of extrarenal and functional character, 
and might prompt us to try sodium chloride therapy, provided 
there is no definite contraindication. A case belonging to this 
group and successfully treated with sodium chloride has been 
reported (Zondek, 1944). 

Knowledge of increased breakdown of body protein as the 
cause of extrarenal azotaemia has been stressed by Croft and 
Peters (1945) and has prompted in cases of burns a diet rich in 
protein. I leave open the question whether this line of treat- 
ment can be successfully applied in any case of extrarenal 
azotaemia. Let us bear in mind, however, that extrarenal 
azotaemia contains in itself the potentiality of renal failure, 
and it remains to be seen whether or not the development of 
the latter might be affected by any excessive administration of 
protein. 


Summary 


Extrarenal azotaemia is caused by increased endogenous 
breakdown of protein and brings about an increase of urea 
and other nitrogen-containing substances in the blood, with a 
simultaneous excretion of great quantities of urea and small 
quantities of sodium chloride in the urine (dissociation of the 
sodium chloride and the urea excretion). 

There is also an abortive form of extrarenal azotaemia, the 
changes in the composition of the urine being the only abnor- 
mality found. 

There is a connexion between extrarenal azotaemia and extra- 
renal uraemia. 
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Extrarenal azotaemia and extrarenal uraemia are non-specific 
symptom-complexes which may be produced by a variety of 


diseases or injuries. 
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PULMONARY EXCHANGE DURING ARTIFICIAL 
RESPIRATION 


BY 


R. R. MACINTOSH 
AND 


WILLIAM W. MUSHIN 


(From the Nuffield Department of Anaesthetics, Oxford) 


The relative merits of the various methods of artificial respira- 
tion have long been a subject of dispute, and each of them still 
has its advocates. This lack of agreement is doubtless due 
mainly to the fact that in ordinary circumstances it is impos- 
sible to compare the efficiency of the various procedures. In 
any real emergency skilled personnel and scientific recording 
apparatus are rarely available. In any event, the prime 
object must be the resuscitation of the victim; if the method 
used is successful it is deemed to be a good one, but if the 
patient dies it is assumed that he was beyond saving. 

It is true that the volume of air passing in and out of the 
lungs in artificial respiration has been recorded, but the value 
of the conclusions reached is doubtful. For the considerable 
anatomical differences between man and other mammals make 
the conclusions reached on the latter largely inapplicable to 
man. Experiments on man are valueless unless the volunteer 
is unconscious, toneless, and not breathing. Yandell Henderson 
(1938) confirms that the tonus of the respiratory muscles of 
the conscious subject varies so that the respiratory minute 
volume is kept almost constant, whatever the method used 
and whatever the rate of the chest movements. A warm cadaver 
might furnish figures of value, but the means is open to obvious 
objection, and any experiments carried out after rigor mortis 
had set in would be useless. 

One of our colleagues (E. A. P.) felt that the various methods 
of artificial respiration could and should be evaluated on a 
subject depressed to simulate a victim in extremis. He asked 
to be anaesthetized profoundly and brought to respiratory 
arrest. Artificial respiration now became essential, since almost 
the only evidence of life was that the heart-beat continued. 
The various methods of artificial respiration were tried in turn, 
and the pulmonary exchange recorded on a kymograph. 

The subject was a healthy young man of about 10 st. 
(63.5 kg.). The larynx was anaesthetized with cocaine, after 
which anaesthesia was induced with pentothal and continued 
with ether and air from an “ Oxford vaporizer.” A wide-bore 
oral endotracheal tube was passed, and the space between it 
and the trachea occluded with the usual inflated cuff. This 
ensured that all the air passing in and out of the lungs was 
measured on a recording spirometer. The apparatus for 
measuring pulmonary ventilation was in charge of Dr. S. L. 
Cowan, D.Sc., lately physiologist to this department, and it is 
hoped that details will be published by him in due course. 
The kymographic records which we give here are of the better- 
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known methods of artificial respiration, and the ones which we 
think will be of most general interest. Subsequently the experi- 
ments were repeated on another colleague (J.R.), of about 
13 st. (82.5 kg.) weight. : 

The subjects were deeply anaesthetized until the intercostal 
muscles were paralysed. At this stage slight hyperventilation 
resulted in respiratory arrest. Various methods of artificial 


respiration were carried out by the same skilled operator. The 


respiratory rate was kept uniform at 10 per minute. 
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Fig. 1 shows that Eve’s (1943) rocking method produces a 
larger tidal exchange with the subject on his face than when 
on his back. The reason for this is not clear. Ventilation of 
the lungs increases with the angle through which the subject is 
rocked. Fig. 2 shows the figures resulting from Schafer’s and 
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Silvester’s methods compared with those obtained from rocking 
the prone subject through 90°. In Fig. 3 the figures for inflation 
of the lungs with oxygen from an Oxford inflator (Macintosh 
and Pratt, 1939) give an accurate indication of the value of this 
method. In the “ mouth-to-mouth ” method the operator blew 
into the free end of the endotracheal tube. The term “ mouth 
to mouth” is here, therefore, a misnomer, and the figures are 
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much better than those which would be obtained if actual 
mouth-to-mouth inflation (Elisha’s method ! see 2 Kings, iv, 34) 
were attempted. 
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Discussion 
Our figures (see Table) probably show the various methods 
of artificial respiration at their best. A clear airway was main- 


Tidal Exchange with Various Methods of Artificial Respiration 





Tidal Exchange in ml. 
J. R. (Wt. 13 st.) 





| 
Method | 
| E. A. P. (Wt. 10 st.) 


| ] 





Eve’s rocking: 


60 3 a 240 570 

On back 4 goe iy 380 635 

60° ae - 340 } 725 

Gn Ger 4 oy a 580 850 

Schafer am | 340 530 

Siivester ne Sa 400 650 

“*Mouth-to-mouth ” inflation .. | 900 1,030 
Oxford inflator e | 


970 | 1,550 





tained throughout by a wide-bore endotracheal cuff-tube. The 
subjects were healthy young males, and the operator highly 
skilled. 

Eve (1943) claims that the venous return to the heart, and 
therefore the output from the heart, are improved more by 
his method than by others. The figures we give record only 
pulmonary ventilation. 

We believe that in artificial respiration too much stress has 
been laid on unimportant outward details and not enough on 
absolute essentials such as the maintenance of a clear airway. 
The choice of any particular method appears to us relatively 
unimportant. If the subject is dead no method will be avail- 
ing, and, speaking broadly, if a spark of life still exists any 
method, properly carried out, will probably suffice. 

Waters and Bennett (1936) recorded the figures of artificial 
respiration carried out under deep surgical anaesthesia, and we 
can agree with their observation that “ an apnoeic patient under 
deep anaesthesia simulates the candidate for resuscitation by 
artificial respiration.” 
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The report of a rural life conference held at Newbury at the 
beginning of the year has been issued under the title The Science of 
Relationships from C.M. House, 6, Salisbury Square, London, 
E.C.4, price 2s. The object of the discussion was to counteract 
one-sided development by fostering closer contact between workers 
in different callings, and to promote a unified programme of action. 
It was attended by people interested in medicine and nutrition, and 
among the papers was one by Prof. J. Scott Watson on “ Agriculture, 
Food, and Society,” which dealt with nutritional problems. 





OBSERVATIONS ON NORMAL 
BODY TEMPERATURES IN NORTH INDIA 


BY 


E. T. RENBOURN, M.D., B.Sc., M.R.C.P. 
Major, R.A.M.C.; Biological Research Team, India Command 


WITH A STATISTICAL ANALYSIS BY 


F. F. BONSALL, B.A. 
Capt., R.E. 


(From the User Trials Establishment, India) 


The effect of hot climates on normal body temperature has for 
long been a controversial problem among students of climatic 
physiology. Castellani (1938) denies that body temperature is 
affected by journeys to the Tropics or residence there. Sund- 
stroem (1927), and more recently Radsma et al. (1938) and 
Mason (1940), find a higher mean temperature of Europeans 
in tropical climates. The present data represent some 1,800 
temperature records taken during the period March-September, 
1945, in North India (Dehra Dun). 


Method 


In this investigation 21 ordinary clinical thermometers were 
used. The standard deviation for these corrected to 98.6° F. 
was 0.12° F. 


For resting temperatures, individuals were used who were on 
normal military duties, had not marched during that day, and 
had rested for half an hour in the shade. Meals had not been 
taken for at least one hour. The clothing worn in all cases 
was khaki drill. Oral temperatures were taken (a) under the 
tongue with the mouth firmly closed, and (b) with the thermo- 
meter placed as far as possible into the rectum. Where oral 
and rectal temperatures were done on the same individual these 
were taken simultaneously, a period of at least three minutes 
being allowed. All readings were taken in the upright position. 
Where possible, temperatures were taken in the laboratory, 
otherwise in the open out of the sun. Individuals were not 
selected in any way, but no mechanical method of random 
sampling was used. All British personnel had been in the area 
for at least four months, and most for one to two years. 


The Frequency Distribution of Resting Oral Temperatures 


Table I represents the analysis of 9 groups of individuals whose 
oral temperatures were taken at different times of the day during 
the monsoon period. The frequency histograms of the groups are 
shown in Figs. 1 to 9. The wet- and dry-bulb readings were taken 
at the time of examination. The mean for the whole group of 894 
individuals is 98.75° F.; standard deviation, 0.50; and S.E. mean, 
0.017. The corresponding figures found by Whiting (1915-17) for 
500 criminals in England were: mean, 98.38° F.; S.D., 0.486; S.E. 
mean, 0.011. 

Examination of the skewness figures in Table I shows that some 
of the samples differ significantly from the normal distribution. 
There is, however, no evidence of skewness in the total population 
of temperatures. The fact is that the samples are far from being 
random samples. There is no evidence from the data that oral 
temperatures are not normally distributed. 

The figures for the standard error of the mean show that the 
means of some of our samples vary significantly. They also show 
that the mean temperatures for Serials 1-5 are significantly high 
compared with the “ normal” temperature of 98.4° F. No other 
meaning should be attached to the standard errors owing to the 
fact that our samples are not random samples from the total popula- 
tion of temperatures. The low mean of Serial 6 may be explained 
by the fact that these men were examined just after a heavy shower. 
This point is discussed later. 


Man-to-Man and Diurnal Variation of Resting Temperatures 


The first set of data considered here is quoted in full in Table II. 
It consists of oral and rectal temperatures of 12 normal Indian 
soldiers taken at five different times during the day on Aug. 8, 1945. 
The men belonged to one unit, experienced approximately the same 
external conditions during the day, and were on the same light duty. 

Examination of Table II shows that the mean oral temperature 
for the 12 men rises steadily from 98.79° at 8.30 a.m. to 99.43° at 
7.30 p.m., and the means for the individual men vary between 
98.58° and 99.66° F. It is clear that the observed variation may 
not be entirely haphazard but may be partly due to differences 
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TABLE 1.—Analysis of Oral Temperatures of 9 Groups taken during the Monsoon Period 





























Serial Race migote Date and Time _ bub ‘ee Eo mer ~—— ee teed 
29/6/45 . 
1 | Indian (Travancore) .. - <> 100 11.15 — p.m. 95/80 98-86 0-36 —O11 0-036 | 0-026 0-044 
2 | Indian (Punjabi) .. Ke - ~ 108 3 pant pom. 95/82 98-88 0-43 Not sig. | 0-042 | 0-029 
3 | Gurkha .. a5 <s os S 150 5 A i 94/80 98-92 0-49 +010 | 0-040 | 0-029 0-049 
4 | British .. sk 53 + Sig 120 2 a, 95/78 98-94 0-49 Not sig. | 0-045 | 0-032 — 
5 | Indian (Mixed) .. - bs xa 105 2.30 p.m./4 p.m. 85/74 98-87 0-37 +025 | 0-039 | 0-028 0-047 
6 | British .. ei i bs a 73 2 pan’ pm 78/72 98-13 0-62 —0-37 | 0-071 | 0-051 0-088 
7 | British... ¥ me - = 115 3.30 — ros p.m. 79/72 98-62 0-38 Not sig. | 0-035 | 0-025 -- 
8 | Gurkha... - -" i i 70 8.30 ahs 82/76 98-58 0-37 Not sig. | 0-044 | 0-031 
9 | Indian (Punjabi) .. os es “se 53 8.30 a.m./9 a.m. 88/72 98-45 0-43 +0-18 0-059 | 0-042 0-072 
Total .s s. ne és 894 98-75 0-50 Not sig. | 0-017 0-012 -- 




















Nore.—The statistics above have been calculated from the moments of the distributions. 


The estimates of the standard deviation and skewness so obtained 
are inaccurate for small samples, but are sufficiently accurate for the samples used here. 


TABLE II.—Simultaneous Oral and Rectal Temperatures (° F.) of 12 Indian Soldiers taken on Aug. 8, 1945 
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—- ee Mean 

Man | Ti 8.30 a.m. T2 11 a.m. T3 2 p.m. T4 5 p.m. | TS 7.30 p.m. 

| Oral | Rectal | Oral | Rectal Oral | Rectal Oral | Rectal | Oral | Rectal Oral Rectal 

Mi... | 994 = «©| «998 86| «99-0 100-0 99-0 | 99-6 992 | 998 | 1000 100-2 | 99-32 99-88 
me? 4 | 990 | 98-6 99-6 98-9 — 99-2 | 100-0 | 99:0 | 100-0 98-82 99-65 
M3 ..| 990 | 994 | 99-0 99-6 99-0 | 997 99-2 | 1004 | 99:2 100-5 99-08 99-92 
M4 | 99-4 99-6 99-5 100-6 993 | 1900 99:5 | 1005 | 100-6 | 101-0 66 100-24 
MS 989 | 99-4 98-8 100-1 99-2 100-0 99-2 | 1003 | 996 | 100-7 99-14 100-10 
M6 82 | 984 | 96 | 99-4 98-6 99-4 84 | 994 | 992 | 99:8 98-60 99-28 
M7 986 | (84) | 90 | 996 98-8 99-8 990 | (984) | 992 | 996 | 98-92 99-20 
M8 99:0 | (982) | 988 | 1000 98-6 99-2 99-0 | 998 | 992 | 100-5 98-92 99-54 
M9 98-2 | 98:8 98-4 | 988 98-7 99-0 9-0 | 994 | 986 | 996 | 98-58 99-12 
MIO: | 992 | 999 | 986 | 1000 99-4 100-0 99-7 100-0 | 99-6 | 100-2 99-30 100-02 
Mil .. | 98-5 | 992 | 98-9 100-0 98-8 100-3 992 | 998 | 994 100-6 98-96 99-98 
Mi2..| 97 | 96 | 986 | 99-6 99-0 100-2 | 988 =| 996 | 996 | «100-0 | 98-94 99-80 
‘ } itil | | s | 

Mean | 98-79 | 99:14 | 9882 | 99-78 98-94 99:74 | 9912 | 99-78 | 99:43 | 100-23 | 99-02 99-73 

' 1 | i 
Note.—The brackets signify that the oral temperature is above rectal. 
TaBLe IlA.—Simultaneous Oral and Rectal Temperatures (° F.) of 14 British Personnel taken at 5 p.m. on July 4, 1945 
Man : 1 2 | 2 5 | 6 7 x 9 | 10 | 1 12 | 13 | 14 
Oral... ..| 99-4 99-2 99-8 | 100-0 99-6 99-6 99-6 99-8 99-6 99-2 99-4 | 996 99-8 99-6 
Rectal | 101-0 101-0 100-4 100-4 100-2 100-6 100-2 100-8 100-0 100-0 101-0 | 100-4 100-6 100-6 
ae 




















between men and partly to systematic changes during the day in (b) Time-to-time Variation: 
addition to haphazard variation. A similar calculation gives : 

To test this hypothesis we divide the total variance into three e% = 14.55; p< 0.1%, 
parts: variance of man-to-man variation, time-to-time variation, and 


haphazard or “error” variation (Table III). which shows that the differences between times are also significant. 
We have thus shown that for our group of 12 men there are 
Tane LL significant differences between men and that significant changes take 





place in the temperature of the group during the day. Another way 
- — of expressing this result is to say that each man has his own 
Type of Variation Variance | Degrees of Freedom for Estimate a range of temperature and that there is a strong tendency 
or all the temperatures in the group to vary together. On this 

—. a rs reine | 7 particular day they all tend to increase. This tendency for the 
Error ee, i . | 0-05769 44 temperatures of all men in the group to vary together may be ex- 
2 plained in two ways. It may be due to some internal rhythm or, 

since all the men experience the same external conditions, it may 

be due to some change in the external conditions—for instance, the 














If there is no significant variation man to man our estimate for 
the man-to-man variance will not differ significantly from our air temperature. 
estimate of the error variance. The significance of the time-to-time Rectal temperatures were taken at the same times for the same 
variation is tested in the same way. The test of significance used is 


: a: E : roup of 12 Indian soldiers (Table II). Analysing th lata i 
= Z “en (Fisher and Yates’s Statistical Tables). With this set of aay the same manner ~st ) eee rae 
ata we have: 


+ 


TaBLe IV 
(a) Man-to-Man-Variation: 














man-to-man variance, ; : ; De | Vari 
2z — - = §.163 y . : . grees arnance 
_ error variance 8.163, from which p <0.1% Type of Variation Variance - A | Ratio p 
. reedom ez 

The probability (p) that this value of e*2 should arise through chance - ee > | 
‘ j lan-to-man a 4 5-67 <01% 
is ices than ons in a thousand. Time-to-time ‘.| — 1-57063 4 | ihe <0-1% 

It is clear, therefore,-that the differences between men are Error xe "| 913303 44 | 
significant. | 
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of British troops who had been two years 
or more in India. Mean, 98.62°. No 
significant skewness. 


The means for the group at the five times are: 
Tl FF: T3 T4 TS 
99-14° 99-78° 99-74° 99-78° 100-23° 
The results for rectal temperatures are therefore almost exactly 
the same as for oral temperatures. 


Correlation of Resting Oral and Rectal Temperatures 


Correlating the two sets of data for oral and rectal temperatures 
of the same 12 Indian men used in Table II, we obtain: 


Correlation coefficient r = 0.6605; p< 0.1%. 


This indicates that there is a positive and significant correlation 
between oral and rectal temperatures. It may be objected that this 
apparent correlation may be entirely due to the correlation of both 
oral and rectal temperatures with time. We therefore calculate the 
partial correlation coefficient with time eliminated : 


Partial correlation coefficient r,=0.5258; p < 0.1% 


This shows that even when time is eliminated there is a positive and 
significant correlation of oral and rectal temperatures. If at any 
time, therefore, a normal man is found to have an unusually high 
oral temperature we may also expect with reasonable confidence to 
find an unusually high rectal temperature. 

Some doubt is thrown on this conclusion by a second set of data. 
On July 4 oral temperatures of a large group of British troops were 
taken, and rectal temperatures of the first 14 men found to have 
oral temperatures over 99° F. (see Table IIa). The correlation 
coefficient found for this set of data is not significant. The reason 


for the absence of correlation in this case is probably that the 
sampling technique imposes too close a restriction on the variation 
of oral temperatures. 


significant skewness. 










































































98.26°. 


Significant skewness. 


Another set of similar data concerns 20. normal British soldiers 
whose temperatures were taken four times during a day, on Aug. 24 
(Table V). The analysis is given in Table VI. 


TaBLE V.—20 Normal British Soldiers 





























Time: | 9a.m. | 12.30p.m.| 2.30p.m.| 5 p.m. 
Minimum oral temp. ; ° F. 98-2 98-0 %3 | 963 
Maximum ,, ee Ee 99-3 98-8 100-0 100-1 
Mean es aa we 98-82 98-43 99-015 98-93 
Minimum rectal temp. ; ° F, 99-0 98-3 99-1 | .98-4 
Maximum ,, » ” 100-0 99-3 100-3 100-8 
Mean a ve eS 99-645 99-025 99-70 99-32 
“iateok | 
TaBLe VI.—Analysis of Table V 
Degrees | Variance 
Type of | : - 
Vartation | Variance ae. — p 
Man-to-man .. | 0°42986 19 5:13 <0-1%; sig. 
Oral Time-to-time .. | 1-33612 3 15-95 <0-1°%; sig. 
Error $s 0-08375 57 
Man-to-man .. | 0-42102 19 3-63 <0-1%; sig. 
Rectal Time-to-time .. 1-96683 3 | 16°94 <0-1%; sig. 
Error 2 0-11613 57 } 














Inspection of Table VI shows that the results do not differ from 
those for the Indian troops. 

An even higher value is found for the correlation of oral and 
rectal temperatures : 


r = 0.79504; p <0.1%. 
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Eliminating the correlation of oral and rectal temperatures with 
time, we find the value of the partial correlation coefficient, 


rt = 0.75972; p < 0.1%. 


Seasonal Variation of Resting Oral Temperatures in Groups of 
Individuals 


The oral temperatures of a number of small groups of British and 
Indian soldiers were taken at 10 a.m. on a number of days scattered 
irregularly over the period March to October. Tables VII and VIII 
show the results obtained : 


TABLE VII. Scienen Troops 























TABLE XI.—Significance 














Month at Size of Sample Mean (° F.) S.E. of Mean 
March .. | 9 98-07 0-17 
May eee 4 98-62 0-08 
June/July os 11 98-61 0-13 
August/September 4 26 98-62 0-08 
October a. | 84 | 98-40 0-06 

TaBLe VIII.—Indian Troops 

Month Size of Sample Mean (° F.) S.E. of Mean 
i a < ae 6 98-25 0-23 
oy st 8 99-40 0-21 
August .. ae al 70 98-81 0-07 
September - an 45 98-87 0-06 
October te % 69 98-40 0-07 














Tables VII and VIII show that the oral temperature taken at 
10 a.m. rises in the period March to May, remains constant from 
May to September, and falls in September and October. The very 
high May figure for Indian troops is almost certainly a freak of 
chance due to the small size of the sample. These seasonal changes 
correspond closely to the changes in the 10 a.m. temperature at 
Dehra Dun. 


Seasonal and Diurnal Variation of Resting Oral Temperature in 
an Individual 


The oral temperatures of 7 individuals—4 British, 3 Indian—were 
taken at a number of fixed times during the day, and repeated on 
several days during the year. These data enable us to determine 
whether an individual has a characteristic variation in temperature 
during the 24 hours: is the oral temperature periodic, with a period 
of 24 hours ? It also enables us to determine whether there is any 
significant seasonal change not only in the mean oral temperature but 
in its 24-hour variability. The method of analysis is the same as that 
used in Table III, except that instead of sets of data for different 
men we have sets of data for the same man on different days. The 
data from 4 of the cases are analysed below. 


First Case (British) 


TaB_e IX.—Seasonal Variation 

















Date: | May 6 | June 14 | Aug. 5 | Sept. 7 
Range oral temperature; ° F. | 08 | 24 11 | 1-0 
Mean ,, ” ” -. | 98-2 | 97-91 97°34 | 97°85 
Variance; ° F. ' 056 | 0-60 14 | O14 
Mean air temperature*; ° F. os 35-5 | 91 80 +4 5 
Range? air ~ * he | 31 26 12 








max. + min. 


* Mean air temperature quoted is the approximate estimate 5 


+ Range = max. — min. 


TaBLBE X.—Diurnal rao 








Time: | 7 a.m. | 10am, 1 p.m. | 4 pm. | | 7 p.m. |10 p.m_| 12 p.m. 2 a.m. 
i] 


Mean for 4 | 97-23 | 98-33 98-18 | 98-18 98-43 | 97-88 | 97-43 | 96:98 
_ days; i 3 = Soe i ean he 








Table IX shows that the mean oral temperature falls slightly from 
May to September, corresponding to the slight fall in mean air 
temperature. It also shows that there is a marked decrease in the 
variability of the oral temperature corresponding to the great de- 
crease im air-temperature range during the monsoon period. 

Table X shows that the oral temperature is periodic, with a maxi- 
mum in the afternoon and a minimum in the very early morning, 
more or less corresponding to the 24-hour variation of air tempera- 
ture. 








| 
Degrees Variance | 
Type of Variation Variance of Ratio p 
Freedom e% 
Seasonal .. 1-03083 3 12:98 | <O-1%; sig. 
Diurnal 1-200 7 ‘ 15-11 <0-1%; sig. 
Error 0-07940 21 








Table XI shows that the observed seasonal and diurnal variations 
are significant for this individual case. If similar results are obtained 
from other individual cases it will be reasonable to deduce that the 
oral temperature is influenced to an important extent by the air 
temperature. 


Second Case (British) 


TaBLE XII.—Seasonal Variation 
















































































Date: | Mar. 20} May 6 | June 14] Aug. 5 | Sept. 9 | Sept. 23 
Range a tempera- 1-9 2-0 1-0 1-7 1-4 1-1 
ture 
Mean " oral tempera- | 97-51 97:83 97-94 98-08 97-65 97:44 
ture; 
Variance .. ie 0-46 | 0-51 0-14 0-30 0-20 0:16 
Mean air tempera- | 67 S35 + 91 80 79 78 
ture; °F. | 
Range air tempera- 28 31 | 26 | 18 16 
ture; °F. | | 
* - | | | . 
TABLE XIII.—Diurnal Variation 
Time: | 7 a.m. 10am 1 pao.) 4 p.m. | 7 p.m. | 10 p.m. 12 p.m.| 2 a.m. 
Mean for 6 | 97-08 | 97:98 | 97:9 98-18 | 98-42 | 97°75 | 97-48 | 97-12 
days; °F. 
TaBLE XIV.—Significance 
Degrees Variance 
Type of Variation’| Variance of Ratio p 
Freedom | es 
Seasonal .. 049576 5 | 65568 01%; sig. 
Diurnal .. bg 1-39282 * | | 18-4211 So- 123 - 4 
Error ae 66 0-07561 35 








Tables XII, XIII, and XIV show that the variation of the second 
case is substantially the same as that of the first. Two figures in 
Table XII are not in accordance with expectation: the low variance 
on June 14 and the high mean on Aug. 5. Such deviation frore 
expectation is, however, usual in data of this sort. 


Third Case (Indian) 


TaBLe XV.—Seasonal Variation 





























Date: | April 2 May 2 | July 30 Sept. 27 
Range oral temperature; ° F. .. 3-0 1-8 2-4 
Mean ,, m sao 98-47 98. 47 98-8 98-22 
ee ae 1-07 0-99 0-40 0-57 
Mean air temperature; °F. .. 75 83 79 70-5 
Range ,, » mee 22 30 14 11 
TaBLE XVI.—Diurnal Variation 
Time: | 7 a.m. | 10 a.m. | 1 p.m. 4 p.m. | 7 p.m. | 10 p.m. 





Mean for 4 days; ° F. | 96-95 


| 98-6 | 98-88 | 99-13 | 99-13 | 98-25 
1 _ _ 





TABLE scale meatal 








Degrees | Variance 
Type of Variation Variance of } Ratio p 
Freedom | e%z 
Seasonal... Sas oe | es |  <5%3. sig. 
Diurnal -. | 2-71675 5 26-26655 01%; sig. 
Error 0-10343 15 | = 





These results agree closely with expectation. 
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Fourth Case (British) 
TaBLe XVIII.—Seasonal Variation 


’ 
Date: | Mar. 26| May 13) Aug. 3 | Aug. 22| Sept. 9 | Sept. 23 


Range oral tempera-| 1-6 2-2 1-5 1-4 1-4 15° 
ture; °F. 

Mean oral tempera- | 97:94 | 97-83 | 98-21 | 97:66 | 97-58 | 98-27 
ture; ° F. 

















Variance oa 4) O38 0-89 0-29 0-24 0-23 0-32 
Mean air tempera- | 73-5 82:5 80-5 78 79 78 
ture; ° F. 





ture; °F 











| 
| 
Range air tempera- | 27 31 | 13 } 12 | 18 16 
| 








TaBLE XIX.—Diurnal Variation 
ae 
Time: | 7 a.m. 10 am| 1 p.m. | 4 p.m. | 7 p.m. | 10 ea 12 p.m. 2 a.m. 


| 
Mean for 6 | 97°33 98-38 | 98-52 | 98-67 | 98-6 | 98-12 | 97-7. | 97-27 
days; ° | } 
| 


| 














| 





TABLE XX.—Significance 














d Degrees | Variance 
Type of Variation Variance of Ratio p 
| Freedom ez 
Seasonal .. 0-25684 5 3-16422 < 5%; sig 
Diurnal f 1-93857 7 23-88283 <01%; sig 
Error ssa a 0-08117 35 | 
| 








The agreement with expectation of the mean oral temperatures in 
Table XVIII is poor. The variance figures in Table XVIII are in 
accordance with expectation. 


Effect of Exercise on Oral and Rectal Temperatures 
Data from “ Clothing ” Trial—Oral Temperatures 


Oral and rectal temperatures of a group of 13 British men were 
taken on five days—D1, D2, D3, D4, D5—at 9 a.m. and 12.30 p.m. 
in a period of 14 days (Aug. 24-Sept. 7). D1: the men rested in- 
doors except for a 14-mile march before 9 am. D2: the men 
marched 10 miles between 9 a.m. and 12.30 p.m.; heavy rain. D3: 
the men marched 10 miles between 9 a.m. and 12.30 p.m.; heavy 
rain. D4: the men marched 10 miles between 9 a.m. and 12.30 p.m.; 
no rain. DS: the men rested indoors. 

The conditions of the march were as identical as possible on each 
of the march days—viz., route, load carried, clothing, and rate of 
marching. The wet- and dry-bulb temperatures at 9 a.m. and 
12.30 p.m. did not vary more than 2-4° F. 


TaBLe XXI.—Oral Temperatures 








12.30 p.m.; °F 


Day: DI | D2 | D3 D4 | DS 
Mean rise for fall in oral| —03 | @0-65 | —0-31 | +0:67 | +40-22 
temperature, 9 a.m. to | | | 








The difference between these mean variations of temperature is significant 
(p <0-1%). 


Comparing D1 and DS, we see that when the men rest indoors 
all day their temperature rises. When they rest after a march of 
only 14 miles it falls. Comparing D4 and DS, we see that the rise 
in temperature is considerably greater if the men march 10 miles 
in dry warm conditions. A comparison of D2 and D3 with D4 
shows that marching in the rain produces a fall in oral temperature 
instead of a rise. 

It may be concluded that marching under dry warm conditions pro- 
duces a rise in oral temperature but marching in the rain produces 
a fall. It is reasonable to deduce that exercise causes a rise in oral 
temperatures, while the cooling effect of rain produces a marked fall. 


Data trom “ Clothing ” Trial—Rectal Temperatures 
The results are shown in Table XXII. 


TaBLe XXII.—Rectal Temperatures 





| 
Day: | D1 | D2 | D3 





| D4 | DS 
Mean rise or fall in rectal | —0-59 +0-95 +10 +165 | +0-02 
temperature, 9 a.m. to 


| 
| 
12 noon; ° F. | 








The differences between the mean rises in temperature are significant (p < 0-1%), 


Comparing D1 and DS, it is seen that the 14-mile march before 
9 a.m. produces a fall in rectal temperature between 9 a.m. and 
12.30 p.m. as compared with a completely resting day. Comparing 
D2, D3, and D4 with D5, we see that a march under the conditions 
of the experiment produces a rise in rectal temperature whatever the 
weather. Comparing D2 and D3 with D4, it is seen that the rise in 
rectal temperature produced by a march is greater on a dry day 
than on a wet day. 

It may be concluded that marching produces a rise in rectal 
temperature which is larger on a dry day than on a wet day. The 
rectal temperature is apparently less influenced by external condi- 
tions than is the oral temperature. Results from other field trials 
gave similar findings. 


Discussion 

Table I and the histograms shown in Figs. 1 to 9 demon- 
strate that under the particular conditions of the investigation 
oral temperatures higher than those accepted as normal for 
temperate climates are not uncommon during the summer in 
North India. Most authorities accept 97-99° F. as the normal] 
range, but it is known that figures above or below may under 
certain conditions be accepted as normal resting temperatures. 
The total range for the 894 individuals is 96.7-100.4° F., and 
including data from Table II this becomes 96.3—100.6 ° F. for 
the period 8.30 a.m. to 7.30 p.n. Among the British personne! 
no correlation could be found between length of service and 
resting oral temperature. In all cases examined the resting 
pulse rates were normal, but routine pulse rates were not 
recorded. No correlation was found in two groups of about 
200 individuals each, one British and one Indian, between the 
resting oral temperature and erythrocyte sedimentation rate 
done at the same time. Using data obtained from troop trials, 
an attempt was made to correlate the resting rectal temperature 
with the post-exercise pulse rate and the rise in rectal tem- 
perature in groups of men doing the same work under similar 
conditions. Scatter diagrams did not suggest any obvious 
correlations. 

In a group of individuals whose physical efficiency was 
measured at various times, using the Harvard pack test, the 
individual whose score was invariably the highest also showed 
the highest summer temperature. There are no data available 
yet which in terms of physical efficiency or acclimatization 
throw light on this climatic rise in temperature. Although 
there are not enough data to warrant a valid comparison 
between the Indian and the British personnel, it would seem 
that the temperatures in Indians are not much different from 
those of the British (Tables I, VII, VIII). It does not appear, 
therefore, that acclimatization in the ordinary sense is an 
important factor. In this respect the condition known as 
prickly heat is of interest. It was a common finding during the 
early part of the monsoon period in both British and Indian 
personnel, but with a lower incidence in the latter. However, 
in neither group was any relationship found between the 
presence of prickly heat and the level of the resting oral 
temperature. 

Mason (1940) concluded that the type of body response in 
the heat might explain why in some individuals the temperature 
rose in hot climates yet did not rise in others. She found that 
British and American women showed two types of response in 
the basal metabolic rate. In the first type this fell by about 
10% with no significant change in oral temperature, and in the 
second the basal metabolic rate was unaffected but the tem- 
perature rose significantly (average 0.6° F.). Muscular relaxa- 
tion is brought about more easily in a hot environment, and the 
basal rate in temperate and that in hot climates are strictly not 
comparable. If there were two types of response to climatic 
heat we might expect a bimodal frequency curve. This is not 
suggested by our findings. Out of the 9 distributions only 
Serials 1 and 4 have a definite appearance of being bimodal 
when grouped at 0.2° F. In both of them the modes occur at 
98.4 and 99° F., and bias in favour of reading even figures on 
a thermometer may explain the apparent double mode. Data 
are not available as to the effect of a hot but very dry climate 
viz., Iraq—on body temperature. It may not be the same as 
in North India, where low humidity is uncommon. 

A point of practical importance is the clinical significance 
of raised body temperature in hot climates. The data in 


Table I were collected with the help of unit medical officers 
who were unaware of the fact that oral resting temperatures 
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in both British and Indian troops could lie between 99 and 
100° F. in the summer months. A few hours’ bed rest does not 
necessarily alter the level of the daily temperature curve, but 
bed rest for more than 24 hours will usually do so. It is 
therefore likely that an individual with what may be called 
climatic fever will show, when convalescing from an infective 
process, a recurrence of his “ normal” fever after he has been 
up for a day or so. Unless its significance is realized the indi- 
vidual may be retained in hospital for further investigation. 
Again, a man reporting sick with an oral temperature above 
99° F. may have a condition which is in no way related to his 
temperature. There is evidence that climatic fever may have 
been a cause of some man-power wastage among Army 
personnel. 

It is usually stated in textbooks of medicine and physiology 
that there is a fairly constant relation between rectal and oral 
temperatures taken at the same time, the rectal being 0.5° to 
1° F. higher. Table Ila shows that rectal temperatures of 
101° F. are not uncommon in the summer. Stadler (1942) in 
233 parallel determinations of resting rectal and oral tempera- 
tures of hospitalized convalescent children found differences 
of —1° to +3.2° F., with oral temperature higher in two cases. 
Carmichael and Linder (1934) in repeated parallel determina- 
tions on 24 normal individuals found differences of —1.3° to 
+3° F., with several cases in which the oral was higher than 
the rectal. In our own series of 260 simultaneous resting rectal 
and oral temperatures the oral was found at a higher level in 
three cases (Table II, figures in brackets), with a maximum 
rectal-oral difference of —0.8° F. It would be natural to 
assume that such a result is due to technical error, but it is 
safer to suppose that it may be real, although at present the 
cause is not clear. The analyses in this paper show that out 
of three sets of data analysed a significant correlation coefficient 
between oral and rectal temperature was found in two sets 
only. In general it may be said that at rest the oral and the 
rectal follow each other, but it is unsafe in any particular case 
to predict one from the other. 

Data obtained from groups of men and from individuals 
studied over the period March to October suggest that a 
seasonal change in temperature occurs. Tables VII and VIII 
show that a rise of 0.5 to 0.6° F. in mean temperature may 
occur with the onset of hot weather, with a fall at the end of 
the monsoon period. Indians seem to react in a way similar 
to British personnel. The mean oral temperature appears ‘o 
be high at seasons when the mean air temperature is high. This 
correlation is, however, not marked, and it is possible that the 
correlation is with the wet-bulb rather than the dry-bulb tem- 
perature. Again, analysis of the diurnal temperature records 
showed a correlation between the variation in oral temperature 
and the variation in the air temperature. Many factors other 
than meteorological are concerned in controlling the normal 
resting body temperature. In women there is a monthly curve 
of temperature related to the menstrual cycle, and small changes 
may occur with fluctuation of endocrinal or emotional tone. 
One cannot therefore expect a high correlation between the body 
temperature and meteorological conditions. This is particularly 
true for the individual. The material presented here is small 
and many more data are required on this subject. 

A point of practical interest is the maximum daily range of 
oral temperature. Textbooks give 1 to 1.5° F. as the normal 
range. Of 36 diurnal curves (7 a.m. to 2 a.m.) in 14 individuals 
done between March and October, 36% showed a daily range 
of 1 to 1.5° F., 55% showed a range of 1.6 to 2.6° F., and 9% 
reached a range of 3° F. The latter occurred in the months of 
April and May. Table XV shows a range of 3° F. in an Indian. 
It is sometimes stated that a hot climate does not affect the 
range of daily temperature but simply raises its level. The 
present data do not support this. 

Results from the troop trials showed that a march of 3} 
hours’ duration during the monsoon period raised both oral 
and rectal temperatures, the latter about 1° F. more than the 
former (Tables XXI and XXII, D4). The same march done by 
the same men under very similar meteorological conditions but 
during a heavy shower showed a fall in oral temperature and 
a smaller rise in rectal temperature (Tables XXI and XXII, D2 
and D3). Prolonged marching may on occasion produce a fall 
in oral temperature even in the absence of rain, but the rectal 
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temperature invariably shows a rise (Brennemann, 1943), The 
low mean resting temperature of Serial 6 (Table I) may in part 
be explained by exposure to-rain before temperatures were 
taken. Cooling of the mouth by the increased respiration due 
to exertion is not sufficient to explain this phenomenon. It is 
possible that in conditions where the skin is being rapidly cooled 
by sweating, air currents, or rain the temperature of the oral 
cavity tends to follow the skin temperature rather than the 
internal temperature. Reflex vasomotor phenomena involving 
the mouth and the neighbouring skin may play a part. The 
oral temperature cannot be regarded as an accurate index of 
the internal body temperature, particularly in conditions of 
activity, and is more affected by external conditions than is 
the rectal temperature. 
Conclusions 


Using ordinary clinical thermometers, oral and rectal tem- 
peratures of both Indian and British troops during the summer 
months in North India show levels above those accepted as 
normal for temperate climates. Oral temperatures up to 
100.6° F. and rectal temperatures up to 101° F. may occur in 
apparently normal individuals. The distribution curve of 894 
cases is not significantly skewed. 

An individual tends to have his own characteristic daily tem- 
perature curve, and on a particular day a group of individuals 
behave in the same way as regards oral and rectal temperatures. 

A significant correlation coefficient is not always found 
between resting oral and rectal temperatures. In a very small 
percentage of cases the oral temperature may be actually above 
the rectal. 

Analysis of groups of men and several individuals, both 
British and Indian, suggests a seasonal trend in the mean oral 
temperature, which tends to follow the range of air temperature. 

Exercise in the rain may cause a fall in the oral temperature. 
For many physiological conditions the oral temperature may 
not be a good index of the internal temperature. 
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RESULTS OF MASS RADIOGRAPHY OF R.A.F. 
EX-PRISONERS-OF-WAR FROM GERMANY 


BY 


A. G. EVANS, M.R.C.S., L.R.C.P. 


Squadron Leader, R.A.F.V.R.; Assistant Tuberculosis Officer, 
Warwickshire and Coventry Joint Committee for Tuberculosis 


It was realized that at the termination of hostilities with 
Germany a considerable number of Air Force personnel would 
be returning to this country from captivity. A decision was 
therefore made by the Air Ministry that a Mass Radiography 
Unit should be installed at the reception camp in the Midlands 
to which they would return. 

All personnel who were fit to travel were brought here for 
preliminary medical examination and radiography of the chest 
before going on leave. It should be pointed out, however, that 
a certain number of cases required direct admission to hospital 
and were unfit to travel. These cases are not included in our 
mass radiography figures. It was the policy, so far as was 
possible, to allow the men first to proceed on leave, then 
undergo a complete investigation of their pulmonary abnormali- 
ties on return. Although there was a certain amount of risk 
in this, it was considered that, from the point of view of morale, 
they would respond far more favourably to investigation and 
treatment when they had seen those from whom they had been 
separated so long. 

Upon return from leave the ex-prisoners selected from the 
miniature films were re-x-rayed on large films and those requir- 
ing further investigation admitted to the local regional R.A.F. 
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hospital. Here at least six sputum tests were performed, and, 
if negative, a further three examinations of the gastric washings 
were made; temperature observations, B.S.R., and exercise 
tolerance tests were also performed. The final disposal was 
decided by the medical officer in charge of the chest radio- 
graphy section. Each man was interviewed, together with the 
medical specialist responsible for the hospital beds, and his 
future prospects and plans considered before the final 
recommendation was made. 

Broadly speaking, there were three main avenues through 
which personnel with tuberculous infiltration might pass. 
First, they might be transferred to an R.A.F. treatment centre ; 
secondly, they might be invalided from the Service and dis- 
charged to the care of their local tuberculosis officer; or, 
thirdly, if the lesion was of a very minor nature they might be 
retained in the Service in a lower medical category or released 
if they had this option. Non-tuberculous abnormalities which 
might require surgical intervention weye transferred to the 
R.A.F. Unit of Thoracic Surgery at Midhurst. 

The total number of ex-prisoners-of-war from Germany who 
passed through this unit was 9,142. Among these the following 
abnormalities were discovered in their respective age groups 
(Tables [ and II). 


TaBLE I.—Non-tuberculous Abnormalities 




















Age Group (Years) 
Disease : 
20-028 '25-29| o-s4[3s- -39/40- aK ver reas 
Ne Oe 
Bronchitis and emphysema ..| 0 | 210 | 0 | 0! oO 2 
Bronchitis and emphysema with Gir. 4.39 0 oy t.:¢ 1 
bronchiectasis { 
Pulmonary fibrosis (non-tuber-| 4 | 2 | 2 | 2 | 0 0 10 
culous) H 
Congenital abnormalities, p:I- 6 3 | | 0 0 0 10 
monary (azygos vein, lobe, etc.) } | 
Congenital abnormalities. non- | 32 ig | 6 2 6 1-0 58 
pulmonary | 
Acquired cardiovascular lesions 1 ei; 4 0 0 0 3 
Thickened pleura 18 iS | 7 2 1 0 43 
Aberrant pneumonic consolida- 9 3 | 4 1 | 0 0 17 
tion 
—— in chest wall and lung 6 6-3/2 0 | 0 0 14 
elds | | | | 
| | } | 











It was found that in many cases the aberrant pneumonic 
consolidations had resolved upon return from leave or did so 
after a short stay in hospital. Cases of shrapnel in the lung 
fields were nearly all without symptoms and did not require 
surgical intervention. Two of these were cases of bullets in 
the lung fields. All cases were referred to a surgical specialist 
before the final decision was reached. The numbers of other 
pathological non-tuberculous abnormalities are small, as might 
be expected in the relatively youthful age groups examined, and 
do not call for any special comment. 


Taste Il.—Tuberculous Abnormalities Discovered 





























| 
Age Group: /20-2412S-29)30-34)35-39 40-44 46, and | Total 

Active pulmonary tuberculosis 13. 3 3 0 0 fF 10 19 

(sputum-positive) } 
Active pulmonary tuberculosis | 17 6 5 0 eo |; oO 28 

(sputum-negative) | 
Inactive pulmonary tuberculosis , {5 oi 4 Ze 3 oe} 0 64 
Calcified nodule only .. ‘nd SEOs | IR. 2 1 0 59 
Calcified hilar glands... ee. 6 5 4 0 0 27 
Calcified nodule and glands ..; 20 16 10 P 2 1 51 


It will be seen that there were 47 cases of active tuberculous 
infiltration (0.5% of the total x-rayed). This is a considerable 
increase over the proportion discovered in other surveys, which 
has remained fairly constant at 0.3% (Evans, 1943 ; Trail et al., 
1944; Dick, 1945). The majority of personnel examined were 
between the ages of 20 and 34. From the figures it can be 
seen that 64% of the active infiltrations, both sputum-positive 
and sputum-negative, were in the-20-24 age group; whereas 
44% of the inactive infiltrations, which did not require treat- 
ment, were in the 30-34 group. Of the active infiltration cases 
41 were transferred to an R.A.F. treatment centre in the north- 
west of England. As sufficient time has elapsed, these cases 
have been followed up to find out how they responded to treat- 
It will be seen that the number of cases with positive 
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sputum has increased from 19 to 27; this is accounted for by 
the fact that further sputum tests are performed on arrival, 
including sputum culture and culture of the gastric juice for 
M. tuberculosis. 


Taare Il1.—Summary of the Results of Treatment 











ii daccinonnie Shears ; 
is ntien-| | Successful | Unsuccessful Conservative | Dis- 
Extent of Disease | F sitive A.P. Sanatorium | charge 
vii | Induction | Induction Treatment | to T.O. 
Unilateral (22 cases) 15 9 3 4 6 
Bilateral (19 cases) 12° 3 4 7 5 








| 





* Add one case in which the pleural fluid \ was positive (4 ). 


It will be seen that 12 successful artificial pneumothorax 
inductions were performed out of a total of 19 attempted. In 
addition 11 cases were well enough to be discharged to the 
care of their local tuberculosis officer after a further period 
of observation. 

Comment 


The figures and results testify to the value of mass radio- 
graphy. In the active infiltrations the high proportion of 
sputum-positive cases (57%) shows the urgency for treatment. 

It must be borne in mind that a large percentage of aircrew 
personnel were drawn from middle-class families, and therefore 
the higher incidence of active phthisis requires some comment. 

On questioning the men it was found that the food had been 
adequate until the last six months, when Red Cross parcels 
ceased to arrive. Most of the men had been interned for a 
period ranging from one to four years. One is therefore led 
to the conclusion that higher incidence of infection may be 
associated with close living quarters and a lowered resistance— 
in the first instance due to mental stress and in the later stages 
actual malnutrition. 

The Royal Air Force practice of admitting to hospital for 
investigation before transfer to a treatment centre might well 
be employed as a model for civilian mass radiography. If a 
certain number of general hospital beds were placed at the 
disposal of the physician in charge of the mass radiography 
unit for preliminary investigation, this would avoid the stigma 
of attendance at tuberculosis dispensary and sanatorium, which 
is bound to be present under the existing nomenclature. 


I should like to thank the Director-General of Medical Services 
in the Royal Air Force for permission to publish this paper; and 
also Wing Commander C. E. H. Anson and Squadron Leader 
C. Bremer for their help in compiling the figures. 
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GAS GANGRENE OF THE GALL-BLADDER 


BY 


W. R. S. HUTCHINSON, F.R.C.S. 
Assistant Surgeon, Royal Hospital, Wolverhampton 


Gas gangrene of the gall-bladder is so rarely encountered that 
a short detail of the circumstances attending this case may not 
be unacceptable. 

Case Report 


A man aged 56 was admitted to the Royal Hospital, Wolverhamp- 
ton, on Jan. 9, 1942, having suffered with severe abdominal pain 
for three days. The pain was confined to the right hypochondrium. 
Acute and colicky at the onset, it had suddenly assumed a fearful 
intensity some twenty hours before admission. He had not vomited. 
There was no history of previous abdominal pain, indigestion, or 
jaundice. 

On examination the patient, an obese strongly built man, was 
in great pain and distress. The tongue was dry and furred, 
temperature 98°F. (36.7°C.), pulse rate 116. Respirations were short, 

‘ grunting,” and obviously painful. The abdomen was slightly dis- 
tended and immobile, with extreme tenderness and rigidity in the 
right hypochondrium. Examination of the heart and lungs was 
negative, except for poor air entry at the right lung base. 

A provisional diagnosis of acute cholecystitis was made, but the 
possibility of perforated duodenal ulcer was seriously considered. 
Since, however, immediate operation was obviously necessary, a 
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skiagram of the abdomen was omitted. This proved unfortunate, as 
an interesting pneumogram of the gall-bladder might have been 
obtained. 

Operation—Under spinal analgesia the abdomen was opened by 
a right paramedian incision. The peritoneal cavity contained a 
considerable quantity of foul-smelling thin brown fluid, quite unlike 
the usual turbid effusion of spreading peritonitis. The gall-bladder 
was lightly sealed off by omentum, but on exposure was found to 
be grossly distended, oedematous, and haemorrhagic, the greater part 
of the fundus being frankly gangrenous. An attempt to aspirate 
the contents of the gall-bladder with a syringe yielded nothing but 
gas, and the distended organ immediately collapsed. Two small 
stones could be felt in the cystic duct, but below this the duct was 
healthy and of very small calibre, so that cholecystectomy was easily 
performed. The common bile duct was apparently normal and was 
not opened. The wound was closed in the usual way with a 
drainage-tube to the gall-bladder bed. 

On examination the gall-bladder contained practically no fluid. 
The whole mucous membrane was necrotic, shaggy, and of a dark- 
brown colour.’ Two small calculi impacted in the cystic duct 
sharply limited the inflammatory process. No other stones were 
present. Cultures of the mucous membrane of the gall-bladder 
yielded a pure profuse growth of Cl. welchii. 

Progress—The patient was given 20,000 units of polyvalent anti- 
gas-gangrene serum intramuscularly at the close of the operation, 
and during the first three post-operative days he received a total 
of 20 g. of sulphapyridine. His condition remained critical for the 
first few days. The abdomen became very distended, and brown 
discoloration of the skin, characteristic of clostridial infection, 
gradually spfead from the wound over the anterior abdominal wall. 
No gangrene developed, however, and both distension and staining 
gradually subsided. The drainage-tube was shortened after 48 hours 
and removed at the end of a week. Profuse purulent discharge 
from the track persisted for several days, after which convalescence 
was uneventful. 

Discussion 

It is now well recognized that anaerobic bacilli frequently 
gain access to the biliary tract. Fulminating gas gangrene of 
the liver, following cholecystectomy, occasionally provides an 
unwelcome reminder of their presence. Gordon-Taylor and 
Whitby (1930), using anaerobic cultures, recovered Cl. welchii 
from the gall-bladder in nearly 9% of a series of 50 consecutive 
cholecystectomy specimens. They also found the organisms in 
13% of the gall-stones obtained post mortem. Nevertheless, 
gangrenous cholecystitis due to Cl. welchii is seldom encoun- 
tered, and detailed clinical accounts of frankly gangrenous gall- 
bladders are very rare indeed. Vest (1933), reviewing the role 
of clostridia in cholecystitis, found only five such cases in the 
literature. Gordon-Taylor and Whitby mentioned two others. 
while Simon (1932) reported an interesting case in which the 
diagnosis was made radiologically before operation, the shadow 
of the gas-filled gall-bladder being clearly visible. 

On the assumption that bacterial infection is the primary 
factor in cholecystitis and gall-stone formation, discussions of 
Cl. welchii infection in the past have been focused on the 
question whether these organisms are the primary cause of the 
disease or mere secondary invaders. But the infective theory 
of gall-stone formation has recently been challenged, and there 
is now a growing body of opinion, strongly supported by sur- 
gical experience, that bacterial infection of the gall-bladder is 
nearly always a secondary phenomenon, determined by the 
effects of gall-stones. This sequence of events is probably true 
of most cases, but is particularly well shown in acute cholecys- 
titis. This disease usually begins with an attack of gall-stone 
colic, but, should the stone become firmly impacted, the result- 
ing congestion and oedema of the gall-bladder, together with 
stasis of its contents, soon prepare the field for infection by 
intestinal organisms. Such we believe to have been the sequence 
of events in the case here recorded. The initial obstruction of 
the gall-bladder by stone, and its subsequent invasion by this 
grave disease, seem to be clearly reflected in the clinical 
features of the case. 
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lhe Ministry of Education has sent to local education authorities 
a memorandum (No. 156, May 27, 1946) on the administration of 
Section 54 of the Education Act, 1944, which deals with power to 
ensure cleanliness in schools and school-children. 
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A Case of Concurrent Herpes Zoster 
and Varicella 


The following report of a case in an elderly man seems worthy 
of record. 


A well-preserved man aged 70 was admitted on Nov. 20, 1945, 
with a vesicular eruption limited to the area supplied by the right 
supraorbital nerve. The early history was vague, but the eruption 
had appeared on Nov. 17. Some of the vesicles were confluent and 
rapidly became haemorrhagic. On Nov. 23 he ran a temperature of 
99.2° F. (37.3° C.), and next day there appeared a typical varicella 
eruption of a very discrete type covering the body and limbs. He 
has never had chickenpox, so far as he knows, nor has he recently 
been in contact with it or with herpes zoster. 

Up to the time of writing the varicella has progressed satisfactorily, 
there now remaining only a few dried-up vesicles. Unfortunately 
the herpes zoster became infected, though it is now steadily healing. 


Similar cases have been reported. J. J. Manning (1944) 
attended a man of 63 years with both conditions strictly con- 
current, and Rose (1944) a man aged 81, the varicella develop- 
ing one week after the herpes zoster. In Norman Flower’s 
(1944) case in a man aged 40 varicella followed 11 days later. 
Dr. A'exander (1944) reports a case similar to my own, the 
varicella developing some 48 hours later; and Dr. Mary 
Barrow (1944) records one in which the varicella was some 
five days in appearing. Lastly, Dr. Simon (1944) reported a 
case in a man aged 63, with varicella developing five days later. 

All the cases referred to were in males in the region of 60 
or over, with the exception of Dr. Flower’s case. The interval 
between the development of the herpes zoster and the appear- 
ance of the varicella varies from 48 hours to 1 week. In one 
case only was there a possible history of contact, but the 
histories in every instance were not complete. 

One other case of interest was reported in the same period 
namely, that of Dr. Allen (1944), the case being that of a boy 
aged 54. Here the varicella preceded the herpetic eruption 
some three weeks. 


I wish to thank Dr. J. Grant, M.O.H., Gateshead, for seeing the case “and 

for permission to publish. 
GEORGE AUSTIN SHARPE, M.B., B.S.. 
Medical Officer, Bensham General 

Gateshead Hospital. 
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A Case of Secondary Abdominal Pregnancy 


The following case history of a somewhat rare condition may 
prove of interest. 
Case History 


A rather slim Mongo (Bantu) negress, aged about 30, of average 
height, was admitted to our bush hospital on Sept. 28, 1945. She 
had attended three months previously and was diagnosed as being 
five months pregnant, but no vaginal examination had been made. 
It was her first pregnancy. She was admitted to the labour ward by 
the head orderly about midday and said that “ pains” had started 
the previous day. At 5 p.m. the orderly reported the case and said 
there was no progress. She was seen shortly after that time by me. 


On examination the pulse was 112, of fairly good volume, and the 
patient, though not distressed, seemed to be in pain. There were no 
contractions. Heart and lungs were normal. The abdomen was 
enlarged to the size of an eight-months pregnancy. The foetal parts 
were very superficial and the outline fs bone (probably the right 
tibia) could be distinctly felt through the abdominal wall above and 
to the left of the umbilicus. There was a curious “ tenseness ’ about 
the abdomen—not that associated with uterine contractions, but 
rather like a large fairly soft ovarian cyst. The child was lying 
obliquely with the back to the right and the head in the left iliac 
fossa. No foetal heart sounds could be heard and no souffle. 
Patient affirmed that there had been quite violent movements during 
the day. Per vaginam, there was no cervical dilatation and the 
characteristic softening associated with advanced pregnancy was 
almost completely absent. There was no haemorrhage or macroscopic 
discharge. Secondary abdominal pregnancy was suspected. 

Operation.—At 6.30 p.m. spinal analgesia (stovaine) was given, 
supplemented after three-quarters of an hour by open ether. On 
opening the abdomen by a right paramedian incision the greenish 
amniotic sac was immediately apparent; it was slightly adherent to 
the parietes. The sac was incised; the quantity of fluid was rather 
less than usual. The child, a male, was extracted, and it made a few 
feeble movements. It weighed 2.3 kg. (just over 5 lb.). The head 
was flattened from side to side and especially in the right parietal 
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region, which had rested on the left ilium. The membranes were 
stripped as far as the placental edge. The placenta filled the right 
iliac fossa and was adherent to two loops of small gut, the top of 
the uterus, and several other structures. Anatomical relations were 
difficult to determine—e.g., the right ovary was not seen at all. There 
was a liberal blood supply from the omentum and also from the left 
ovarian vessels. Although the placental mass was slightly mobile it 
was with considerable apprehension that we began its removal. The 
ovarian vessels were first ligated ; then two fingers could be passed— 
one in front of and the other behind the fundus of the uterus; these 
controlled the large vessels therein while a wedge-shaped resection 
was performed. The placenta was then peeled off from its remain- 
ing attachments and about 20 bleeding points ligated, -the rest being 
controlled by hot swabs. The haemorrhage, though considerable, was 
not alarming. The abdomen was closed and drainage provided. 
There was considerable sero-sanguineous discharge for 24 hours, after 
which time the tube was removed. A five-day course of sulpha- 
thiazole was started. The white staff of two had to leave on the 
third day after the operation, but on return 14 days later they found 
that the patient had made a good recovery. There is a palpable mass 
in the mght iliac fossa, presumably organizing blood-clot, but she 
feels well and does not complain of pain. 


COMMENT 


This is the second case of this rather rare condition observed 
here within the last five years. The first was published in 
the Journal of Obstetrics and Gynaecology of the British 
Empire in August, 1942. Our hospital serves at the most 
some 50,000 people. The number of pregnant women seen 
here per year rarely exceeds 200. Ectopic cases are rare— 
not more than two a year. The last case—March, 1945—was 
of ectopic twins, of 4 months. One amniotic sac was already 
ruptured and the foetus dead; the other sac was intact and 
contained a live foetus. Unfortunately we lost this case. To 
have two cases of secondary abdominal pregnancy in such a 
limited area and in such a short time is at least remarkable. 
The question seems naturally to arise as to whether the amniotic 
sac of the negress is more resistant to rupture than that of the 
European. 
getting an ectopic pregnancy diagnosed than has a European ; 
so the African ectopic case must frequently either develop or 
die. There is a very high incidence of gonoccocal infection 
amongst the Mongo tribe, which undoubtediy contributes to 
ectopic gestation. 


Baringa/Maringa, Haut Congo Belge. E. R. Wipe, M.D. 


Cavernous Sinus Thrombosis treated with 
Penicillin 


The following case may be of interest. An important feature 
is that the usual dosage of penicillin given (18,000 units 3-hourly) 
was found inadequate, and the dosage of 35,000 units 3-hourly 
was effective in treating the condition. 


The patient, Mrs. B., walked into the casualty department at 
the Bristol Eye Hospital at 10 p.m. on Nov. 29, 1945, having been 
sent by her own doctor. She complained of swelling of both eyes 
and gave a history that one week before her admission she developed 
pains in the back and legs. ‘‘ Sores” on her lips then appeared. 
Six days before admission her eyes became ‘“ swollen’; she con- 
sulted a doctor and was given drops to instil. On Nov. 25 the eyes 
became worse and the patient was given tablets to take. By the 
29th there was no improvement, and she was sent to Bristol Eye 
Hospital. 

On examination both eyes were found to be proptosed and the 
lids and conjunctivae inflamed and oedematous. The patient’s 
temperature was 99° F. (37.2° C.), pulse 80, and respirations 20. 
Investigation of the fundi showed only that the veins were slightly 
engorged. Vision: right eye, 6/12; left eye, 6/6. Nothing abnormal 
was found in the heart, lungs, or kidneys. Blood pressure, 130/90. 
Urine: Specific gravity, 1002; reaction alkaline; N.A.D. : 

A diagnosis of cavernous sinus thrombosis was made, and systemic 
penicillin treatment was started intravenously 18,000 units 3-hourly. 
The patient was started on a course of sulphathiazole next day. 
Her condition remained staticnary until Dec. 2, when there was a 
slight but definite improvement. Next day the improvement was 
more pronounced; there was less inflammation of the lids, and the 
eyes were less proptosed. On Dec. 5 the condition of the eyes 
was less favourable: both were proptosed to their original extent. 
On Dec. 6 penicillin was given in doses of 25,000 units 3-hourly for 
24 hours, then 30,000 units 3-hourly for 24 hours, and finally 35,000 
units 3-hourly until Dec. 11. The patient received in all 24 million 
units of penicillin. 

On Dec. 7 a marked improvement occurred, and by the 9th the 
eyes appeared normal and the temperature remained at a normal 
level, having previously fluctuated between 98° F. (36.7°C.) and 
100° F. (37.8° C.). Steady improvement was maintained after this 
date, and uneventful recovery occurred, the patient being discharged 
on Dec. 22. 

My thanks are due to Mr. E. R. Chambers for permission to publish the case 
and to Mr. J. Donaldson for his help on the question of penicillin dosage. 


IRENE D. R. Grecory, M.B., Ch.B., 


House-surgeon, Bristol Eye Hospital. 


The negress certainly has much less chance of. 
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CLINICAL PARASITOLOGY 


Clinical Parasitology. By Charles Franklin Craig, M.D.. and Ernest Carroll 

Faust, Ph.D. Fourth edition. (Pp. 871 ; 305 engravings and 4 colour 

plates. 50s.) London: Henry Kimpton. 1945. 
This is a most excellent book with which it is difficult to find 
any fault. In it the medical man will discover practically every- 
thing he needs to know ‘about the animal parasites of man and 
much more besides. Everyone who has to deal with human 
disease caused by animal parasites amd their vectors should 
possess a copy at his right hand. He will find that he is con- 
stantly consulting it, and will be rewarded by obtaining all the 
information he requires. The new fourth edition, which appears 
two years after the third, is larger by over a hundred pages. It 
has been thoroughly revised and much new information, the 
outcome of war experience, has been incorporated. Certain 
sections dealing with subjects of a general nature have been 
extended into separate chapters, as, for instance, that on 
scientific nomenclature, which now includes a digest of the 
international rules of nomenclature. Under malaria the new 
knowledge of the suppressive action of mepacrine is fully dealt 
with, while in the section on raosquito control the effective- 
ness of D.D.T. and of the new repellants which are products of 
the war is carefully considered. Much new information will be 
found in a considerably extended section devoted to arthropods 
responsible for human disease. Here all diseases, whether 
animal or not, are discussed in connexion with each individual 
transmitting agent. It is clear that the claim made that the 
fourth edition is thoroughly revised is amply justified, and it 
can be recommended as a comprehensive treatise on clinical 
parasitology. 


AND INTERVERTEBRAL DISK 
LESIONS 


Sciatiques et Lombalgies Hernie Postérieure des Disques Intervertébraux. 

By D. Petit-Dutaillis and S. De Séze. (Pp. 180; illustrated. 235 francs.) 

Paris: Masson et Cie. 1945 
The recognition in 1911 of the relation of injury of inter- 
vertebral disks to intraspinal pressure symptoms we owe to 
Middleton and Teacher in Scotland, and Goldthwaite in the 
United States. It was, however, more than twenty years before 
the full significance of intervertebral disk lesions as common 
causes for sciatica was appreciated, notably by Barr and 
Mixter in 1933. The extraordinary thing is that in the French 
literature in the intervening years there were numerous studies 
of the anatomy and pathology of the disks in relation to intra- 
spinal lesions, but, as the present authors confess, they were 
largely in relation to what were regarded as tumours of the 
disk with particular reference to the cauda equina. Neverthe- 
less Petit-Dutaillis himself with Alajouanine in 1930 were 
probably the first authors clearly to recognize that these 
“tumours” were in fact herniations of the intervertebral 
nucleus. Despite further large additions to the French litera- 
ture it appears that not until 1940 was there any considerable 
writing on the surgery of these lesions in cases of sciatica, 
whereas in the same year Love in America had been able 
to report on 500 cases operated on within the previous seven 
years. 

The present work provides a valuable review, more particu- 
larly of French work on this subject, with extremely well 
set out and illustrated sections on the pathological anatomy, 
radiology, diagnosis, and operative treatment. In radiology 
in France lipiodol appears still to be freely employed, contrary 
to the growing practice of American and British surgeons, who 
depend more on clinical analysis. In this book there is 
a striking lack of recognition of British work. The French 


SCIATICA 


neurosurgeons, like their colleagues in other countries, tend 
to dismiss very lightly the methods of conservative orthopaedics. 
The impression of the reviewer is that the indications for opera- 
tive intervention need much closer narrowing down, and that 
few cases should be operated on without prior orthopaedic 
consultation and co-operation. 
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ANATOMY AND PHYSIOLOGY FOR NURSES 
The N. *s Textbook fae! M 
est Tea iter Set Eee had eae 


Anatomy and Physiology for Nurses. By J. L. Hamilton-Paterson, M.D. 
(Pp. 174; 102 illustrations. 9s.) London: H. K. Lewis and Co. 


The demand for small works on anatomy and physiology 
which are suitable for nurses preparing for the Preliminary 
State Examination is evidenced by the recent appearance of 
two new elementary textbooks. Since certain points are 
common to both these works it will be convenient to mention 
these before reviewing each book separately. Each author 
has attempted to condense in one smaii volume a simple out- 
line, in not too technical language, of these two extensive 
subjects ; and each also, gives the reader examples of the type 
of questions asked in previous examinations, with suggestions 
as to the method of answering them. No chemical formulae 
are used for the explanation of such processes as diges- 
tion, respiration, or general metabolism, and terms such 
as “breaking down” and “building up” are used for this 
purpose. 

Dr. Spencer’s book begins with a “Prologue,” in which 
suggestions are made as to method in study—e.g., copying of 
illustrations, combined study with one or two fellow proba- 
tioners, and practice in replying to examination questions by 
the study of model answers, with emphasis on the more 
important parts. The main body of the book is divided into 
seven parts, dealing with the structure and functions of the 
various parts and systems of the body, and the last of these 
sections contains an “Epilogue” giving advice about the 
answering of questions when actually in the examination room, 
the candidate being assured that her study is “ complete.” The 
illustrations vary in quality: those drawn by anatomical artists, 
some of which are reproduced from well-known standard 
works, are excellent; while some, more especially those of a 
diagrammatic nature, are capable of improvement, and would 
be better replaced in future editions by semi-diagrammatic 
figures founded on actual specimens. But, considered as a 
whole, The Nurse’s Textbook well fulfils the purpose of the 
author in supplying the information required for this examina- 
tion in an attractive and easily understood language which, if 
the directions suggested in the text are carried out, will be of 
great assistance to candidates for the examination and a 
practical help in understanding the principles on which the 
structure and functions of the body are founded. 

Dr. Hamilton-Paterson states in the preface to his book that 
he fully realizes the difficulties that a nurse is confronted with 
in acquiring a working knowledge of anatomy and physiology, 
as contrasted with the medical student—the nurse having 
usually only a very limited knowledge of biology, and none 
of Latin and’Greek ; also, no access to a dissecting room or 
physiological laboratory. To meet the lack of knowledge of 
Latin and Greek a glossary has been appended. The first 
chapters deal with the tissues of the body and the various 
systems, whereas the remaining chapters are devoted to 
regional anatomy. In general, the functions of the organs and 
systems are described, along with their histological structure— 
thus the “clotting of blood” and “blood groups” after the 
description of blood corpuscles and plasma ; and the “ regula- 
tion of heat” along with the structure of the skin and sweat 
glands. The illustrations are for the most part good ; some of 
the diagrammatic figures, however, overstep the limits of simpli- 
fication to such an extent that they are misleading. Thus, in 
Fig. 10, which illustrates the difference in form of a muscle 
when contracted and relaxed, a muscle is shown resembling the 
biceps of the arm, with its tendon of origin lying in the inter- 
tubercular groove of the humerus, but with its tendon of inser- 
tion attached to the coronoid process of the ulna. The distal 
end of the ulna has been rotated laterally, while its proximal 
end, carrying the lower end of the humerus with it, has pro- 
duced a twist in the longitudinal axis of this bone at its lower 
end, so that the medial condyle is directed forward. Similar 
faults appear in diagrammatic drawings (Figs. 16 and 17) or the 
naming of parts (Figs. 80, 87, 91), and a considerable number 
are present in the text. The book, however, fulfils its purpose 
of selecting for the reader the essential points in anatomy and 
physiology, thus saving the candidate the task of doing this 
for herself. 


ELECTROCARDIOGRAPHY 

A Primer of Electrocardiography. By George Burch, M.D., F.A.C.P., and 

Travis Winsor, M.D. (Pp. 215; 235 engravings. 18s.) London: Henry 

Kimpton. . 

As one of the first textbooks on electrocardiography to be 
published since the war, this primer by Burch and Winsor is 
of special interest. There can be few departments of medicine 
to which research has brought greater increases in precision 
in the past two decades. Not only has the response of the 
heart to almost every infection and disorder of metabolism 
been observed, but intensive study of precordial leads in con- 
junction with the conventional leads has given the physician a 
deeper insight into the location and extent of myocardial 
lesions. The evolution of these advances has been traced in 
the chapters of this very readable work. The theory of electro- 
cardiography and the first principles on which it is based are 
lucidly explained with the help of numerous schematic illustra- 
tions. These latter (235 in all) constitute a special feature of 
the book, and are employed with great effect also in the chapters 
dealing with the precordial leads and the clinical applications 
of the electrocardiogram. Reproductions of electrocardiograms 
are not included ; while drawings are perhaps equally explana- 
tory, the lack of photographs tends to deprive the subject of 
clinical reality. 

The authors emphasize in their monograph two axioms of 
clinical electrocardiography. The first is that the electro- 
cardiogram without the entire clinical data is rarely of great 
value ; a corollary might be added that an electrocardiogram 
may be dangerous both diagnostically and prognostically when 
unaccompanied by clinical data. The second axiom is that a 
cardiac study without an electrocardiogram is not complete or 
thorough. To this one might add that there can be no clinician 


- of experience who has not at times been astonished at the 


revelations of cardiography in a patient previously considered 
to be free from cardiovascular disease. This work, which corre- 
lates so successfully and soundly the various cardiopathies and 
their electrocardiographic counterparts, merits the attention of 
all clinicians who wish to keep in touch with the trends of 
cardiology and clinical medicine. 





Notes on Books 


The H. K. Lewis corner in Gower Street, close to the University 
of London, is an attractive spot for the medical student of whatever 
age, but not everybody is aware that it boasts a hundred years’ 
history. In 1844 a young man named Henry King Lewis, who had 
been an apprentice in the book trade at Windsor, opened a book- 
selling and stationery business in Gower Street, and to this was added 
presently a circulating library of medical and surgical books and a 
publishing house. A well-produced booklet, Lewis’s, 1844-1944 has 
been issued to commemorate the centenary of the firm. It gives many 
interesting glimpses of medical authors and others of a past genera- 
tion—of the magnanimity of Osler, for example, when, by the only 
mischance of the kind in the history of the firm, the printers had 
lost a statistical table which should have accompanied one of his 
monographs; or of the trepidation of a student named Thomas 
Barlow when returning to the library a borrowed book. which 
had been accidentally damaged. Many famous personalities in 
medicine appear in this booklet, all of them seen from the point 
of view of the publisher, but in this instance a very friendly and 
appreciative one. Alike in its buildings, the works it has issued, and 
its contacts with the medical profession, Lewis’s has gradually ex- 
tended, always in harmony with its high traditions, until as one visitor 
said, “‘ This is more like an institution than a shop.” This little 
biography of a business is well written and illustrated, and copies 
may be had free on application to 136, Gower Street, W.C.1. 


Ocular Prosthesis, by J. H. Prince, F.B.O.A. (Edinburgh: E. and S. 
Livingstone; 17s. 6d.), is a readable account of the history and 
present status of the manufacture of artificial eyes. The fitting of 
artificial eyes is considered on physiological principles, and there is 
a useful chapter on the anatomy and physiology of the lid and 
orbit bearing on this. The account given of the use of plastics for 
the manufacture of artificial eyes is helpful. This volume is, how- 
ever, unlikely to make it possible for every optician to prepare 
artificial eyes—a claim implied in the text—but it should form a 
useful guide to current teaching and practice. 








The National Institute for the Deaf has issued from 105, Gower 
Street, W.C.1, at the price of 6d., No. 1 of a small monthly 
periodical The Silent World. Its contents include the first part of 
an article on the prevention of deafness by Mr. Arthur G. Wells. 
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MORE ABOUT PALUDRINE 


We print in this issue an article by Prof. B. G. Maegraith 
which describes some of the recent results of work on 
paludrine, the chemistry of which was the subject of an 
annotation in the Journal of May 18 (p. 767). Palu- 
drine belongs to an entirely new chemical series of anti- 
malarials (biguanides) and is the final product of a long 
and skilfully planned investigation which began with the 
study of the antimalarial properties of pyrimidine deriva- 
tives.1* In this respect alone the drug represents an 
important advance in the field of synthetic antimalarials. 
In addition, however, paludrine and its immediate pre- 
decessor, 4430, have been shown to possess the unique 
property of affecting the exo-erythrocytic phase of 
P. gallinaceum infection in chicks. No previous anti- 
malarial drug has shown similar activity. The importance 
of this observation lies in its possible application to human 


malaria, since it is likely that the phenomenon of “ relaps- 


ing’ which is seen so commonly in human malaria, par- 
ticularly in P. vivax infections, may be dependent upon 


. the existence in the human tissues of a phase of the human 


malaria parasite corresponding to the exo-erythrocytic 
phase in avian malaria.* It was hoped, therefore, that 
paludrine might exert in human malaria a similar effect to 
its activity in P. gallinaceum. In January, 1945, it was first 
tried in cases of human malaria,* ° and immediately proved 
itself a remarkably efficient agent in dealing with the acute 
attack in both P. vivax and P. falciparum infections. Its 
therapeutic range was found to be much wider than that of 
either quinine or mepacrine, and within these wide limits 
it has proved practically non-toxic ; side-effects in the form 
of mild nausea and occasional vomiting have been observed 
only after dosage of a gramme or more per day. At first 
the dosage used was a twice-daily course, which was con- 
tinued for 14 days, successful termination of the acute 
attack being obtained in P. vivax infections with doses of 
10 to 750 mg. and in P. falciparum infections with doses 
of 50 mg. or more twice daily. The Liverpool workers, 
Maegraith and Adams, and others, have now demonstrated, 
in agreement with Fairley’s observations in sporozoite- 
induced malaria,® that acute attacks of benign tertian 
malaria can be terminated by the administration of a single 
dose of paludrine ranging from 50 to 400 mg. Cases so 
treated subsequently relapse in three weeks or longer if 





1 Curd, F. H. S., Davey, D. G., and Rose, F. L., Ann. trop. Med. Parasit., 


1945, 39, 139. 
2 Curd, F. H. S., Davey, D. G., and Rose, F. L., ibid., 1945, 39, 157 _ibid., 


1945. 39, 208. 

3 Davey, D. G., Nature, 1944, 153, 110. 

4 Adams, A. R. ’D., Maegraith, B. G., King, J. D., arte ag R. H., Davey, 
TT. and Havard, R » Ann. cg Med. Parasit., 1945, 39, 225. 

5 Maegraith, B. G.. dams, " ., King, J. D., Townshend, R. H., Davey, 
T. H., and Havard, » ibid., 1945; "39, pay & 

6 Researches on Paiudsine (M. 4888). A Progress Report. (From H.Q., 
A.M.F., Aust. Army Medical Research Unit (AIF), Cairns, Queensland. Director: 
Brigadier N. Hamilton Fairley.) 1946. 


‘Guinea strains of P. vivax and P. falciparum. 


given no further treatment. Large single doses of mepa- 
crine will also effect similar termination of acute attacks 
of benign tertian malaria. 

Although paludrine has been shown to have such activity 
against the acute attack of malaria, the results of treatment 
in P. vivax malaria, so far as the subsequent relapse rate 
is concerned, have unfortunately not been so encouraging. 
In naturally acquired benign tertian malaria relapse has 
been found to occur after both 50 and 500 mg. given twice 
daily for a fortnight. In these dosages, therefore, paludrine 
is not successful in dealing with the problem of the relapse 
in established P. vivax infections. It is possible that better 
results may be obtained by the technique of dosages now 
being used by the Liverpool workers. Their results so far 
indicate that the administration of a single dose of 100 mg. 
of paludrine at weekly intervals after an initial single thera- 
peutic dose will suppress relapses so long as the weekly dose 
is sustained. Whether such a course of treatment extended 
over a period of months will eventually cure P. vivax 
infections is not yet known. Paludrine seems to be more 
successful in eradicating P. falciparum infections. 

The early work on paludrine has recently been confirmed 
and extended in the field. Fairley and his co-workers® in 
Australia have issued a preliminary report on the results 
of extensive experiments on the activity of paludrine given 
to volunteers exposed to mosquitoes infected with New 
They have 
found that paludrine is an effective suppressive for both 
these kinds of malaria. In the case of P. falciparum 
infections their results indicate that the drug acts as a true 
causal prophylactic. In some volunteers, but not in all, 
true causal prophylaxis is also indicated in P. vivax 
infections. Fairley concludes from his experiments that in 
this respect “ paludrine has proved superior to all known 
antimalarial drugs, as in non-toxic doses it is a true causal 
prophylactic, exerting a powerful lethal effect on the 
exo-erythrocytic (presumptive exo-erythrocytic) forms of 
P. falciparum and fully protecting volunteers receiving 
viable sporozoites by mosquito inoculation. In P. vivax 
sporozoite-induced infections it is only a partial causal 
prophylactic; the exo-erythrocytic (presumptive exo- 
erythrocytic) forms are inhibited, but eradication does 
not regularly occur. The only other drug which has a 
similar action is plasmoquin, but this drug has to be given 
in a dosage which is too dangerous for routine use in man.” 

The Australian workers have confirmed the therapeutic 
activity of paludrine in acute attacks of P. vivax, P. falci- 
parum, and P. malariae malaria in both induced (sporozoite 
and trophozoite) and naturally acquired infections. Clinical 
cure was obtained in all infections with adequate dosage, 
but in induced P. falciparum malaria radical cure was 
obtained. Clinical cure was also brought about in a small 
group of induced P. vivax infections after a single dose of 
100 mg. At the time of writing the report, cases of P. vivax 
malaria treated with paludrine had not been followed up 
long enough to check the possibility of radical cure. The 
authors suggest, however, that “ the weekly administration 
of 1-2 tablets (0.1 to 0.2 g.) indefinitely would prevent 
relapses until cure was attained.” As pointed out above, 
such a dosage regime is now being investigated by the 
Liverpool workers. 








920 JuNE 15, 1946 


MORE ABOUT PALUDRINE 


BriTIisH 
MEDICAL JOURNAL 





Paludrine was found to have no direct action on the pro- 
duction of gametocytes of either P. vivax or P. falciparum. 
It was discovered, however, that gametocytes failed to 
mature in the mosquito if the patient’s blood was ingested 
by the insect while he was on the drug. A week after 
cessation of the drug (by which time most of it would have 
been excreted from the body) the gametocytes in the 
patient's blood grew to maturity when ingested by mos- 
quitoes. Gametocytes failed to develop in mosquitoes 
given a partial meal first on healthy volunteers taking the 
drug and then on a gametocyte-carrier not on the drug. 
Fairley and his co-workers therefore conclude that palu- 
drine acts on the developing gametocyte after it has been 
ingested by the mosquito and not while it is in the human 
blood stream. Although it is not truly gametocidal, palu- 
drine thus prevents mosquito infection during a therapeutic 
course and subsequently, until the blood level falls below 
the effective concentration. It is superior in this respect 
to both quinine and mepacrine. Only minor side-effects 
were observed by the Australian workers after doses of 
paludrine of 1,000 mg. ina day. They confirmed the earlier 
observation that there is a considerable difference between 
the effective therapeutic range and the toxic dose. 

These recent reports on the activity of paludrine are 
highly encouraging. It is to be hoped that further work 
in the field can be carried out without delay so that the 
very promising Australian experiments on the suppressive 
and prophylactic action of the drug can be expanded and 
confirmed. 








CALCIUM AND PHOSPHORUS METABOLISM 
IN FRACTURE 


In studying the metabolism of calcium and phosphorus in 
fracture cases Cuthbertson! noted that there was a con- 
siderable divergence in the metabolism of these two 
elements. Calcium metabolism, determined by the intake 
and output during an early (second week) and late (fifth 
to ninth week) period, showed little departure from a 
normal balance—if anything there was a loss during the 
later period—but there was a definite and early loss of 
phosphorus from the body. In a series of papers 
Cuthbertson? ** has described the marked catabolic loss 
of nitrogen, sulphur, and phosphorus which takes place 
after practically all serious injuries, and with his colleagues 
he has investigated certain of the factors which influence 
it. Combined radiographic and biochemical studies on 
fracture cases supported Leriche and Policard’s® view that 
the genesis of new bone is conditioned by the absorption of 
pre-existing bone, and that this process of rarefaction, 
which is coincident with anabolism, probably begins imme- 
diately after the trauma. Where apposition is poor or there 
is other hindrance to healing, the bones may waste them- 
selves on an impossible task. 

To determine how far urinary lithiasis consequent on 
prolonged immobilization is due to the loss of lime salts 





1 Biochem. J., 7 24, 1244. 

2 Lancet, 1942, 433. 

3 Brit. med. me ” 1944, 2, 207. 

4Ibid., 1945, 3, 96. 

5 The Normal and Pathological Physiology of Bone, London, 1928. 


by way of the urine, Howard, Parson, and Bigham® have 
recently investigated the calcium and phosphorus balance 
in a group of 17 male patients, immobilized in bed for the 
healing of a fracture or of an osteotomy and with com- 
plete leg and partial body casts ; 4 patients were studied 
before and after femoral osteotomy for slipped epiphyses. 
In their fracture cases the maximum excretion of calcium 
was reached approximately one month after the injury and 
was maintained for 30 to 60 days, or until mobilization of 
the patient. After osteotomy the urinary excretion of 
calcium followed a similar pattern, although maximal 
excretion of calcium was reached much sooner. The 
urinary excretion of phosphorus reached its peak at the 
height of the protein catabolism, falling to a low level at 
the end of the period of nitrogen wastage. These changes 
in nitrogen and phosphorus excretion were similar to those 
previously noted by Cuthbertson. In the American series 
the maximal excretion of calcium was reached in all cases 
at a time when the protein catabolism reaction had waned. 
This reciprocal relation between the peak intensity of 
urinary excretion of calcium and of protein catabolism is 
corroborated by similar findings in osteotomy cases in 
which the period of increased protein catabolism is shorter. 
No routine x-ray examinations were made, but only 2 of 
the 17 patients had any symptoms or signs suggestive of 
nephrolithiasis. These were the cases of femoral osteo- 
tomy. One patient developed haematuria and calcium 
casts during the administration of calcium lactate ; no pain 
was experienced, and the abnormal elements disappeared 
with cessation of its administration. The other patient had 
frank renal colic with red cells in the urine. These mani- 
festations occurred in both cases during the plateau period 
of calcium excretion—that is, approximately eight weeks 
after operation. Howard and Bigham, in some work as 
yet unpublished, found that patients with induced malarial 
chills, watched for twenty to thirty days at rest in bed, 
showed no increased urinary excretion of calcium com- 
pared with their pre-febrile control. They therefore 
attribute the increased calcium excretion to rarefaction of 
the immobilized skeletal area, the speed of rarefaction 
being conditioned by the difference in the rate of resorption 
and of new bone formation. 

Cuthbertson’ showed in 1929 that a definite but small 
rise in the output of nitrogen, sulphur, and phosphorus, 
and to a lesser degree of calcium, follows the immobiliza- 
tion by splinting of a sound limb in normal subjects. 
Dietrick® has also demonstrated a slow progressive rise 
in urinary calcium in two healthy young men immobilized 
in casts below the waist. In one of his two cases the extent 
of the rise was of the order of the average excretion in 
Howard's patients. Some years ago Pearse and Morton® 
made the interesting discovery that hyperaemia, induced by 
venous obstruction, accelerated the healing of fractures in 
dogs. In every instance there were earlier callus forma- 
tion, earlier calcification of the callus, and earlier union on 
the side in which the vein was ligated. The mechanism 
whereby the venous obstruction effected this beneficial 





6 Johns ey Hosp. e-. 

7 Biochem. J., 1929, 

8 Minutes of the 0 ia on Metabolic Aspects of Convalescence, including 
Bone and Wound Healing, sponsored by Josiah Macy, jun., Foundation, Ninth 
Meeting, February 2-3, 1945, p. 62. 

Ri om of Bone Growth by Venous Stasis,” J. Bone Jt. Surg., 


1945, 77, 291. 
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result was not clear. Howard, Parson, and Bigham believe 
that the early hyperaemia of the inflammatory reaction 
about the fracture site may be a major reason why the 
urinary excretion of calcium is at first normal and only 
gradually rises. The local inflammatory reaction follow- 
ing osteotomy is probably considerably less than that after 
fracture and wanes much more rapidly, as is perhaps 
reflected in the shorter and less vigorous catabolism: 
Howard?® has suggested that the protein catabolism is 
closely related to, if not initiated by, absorption of 
products of tissue necrosis. Cuthbertson and Munro?! 
observed that in rats, at least, the catabolism of protein 
is bound up with the body reserves, for if the latter have 
been depleted by subsistence on a protein-free diet there 
is virtually no further loss of nitrogen after fracture. It 
is probable that the loss of calcium is bound up with 
disuse atrophy, for the body does permit a reduction in 
that which is not in use. 








WHAT IS NORMAL TEMPERATURE ? 


It is commonly stated in textbooks that the normal range 
of oral temperature in the healthy human body is from 
97° to 99° F. (36.1° to 37.2° C.), and that the rectal tem- 
perature is 0.5°-1.0° F. (0.28°-0.55° C.) higher. This 
corresponds approximately to the results obtained by many 
investigators (e.g., Gessler’*) and may be accepted as a 
working guide in temperate climates. A very cursory dip 
into the literature, however, is sufficient to reveal that the 
extremes of normality may be wider than this, though the 
great majority of healthy individuals have body tempera- 
tures within the limits given above : thus, Ivy'* found that 
the oral temperatures of 276 healthy students sitting in 
class after breakfast varied from 96.5° to 99.3° F. (35.8° 
to 37.4° C.) ; Du Bois! gave the range for oral temperature 
as 97° to 100.2° F. (36.1°-37.9° C.); while Renbourn and 
Bonsall, in a paper published to-day in this Journal, show 
that during the summer months in North India both British 
and Indian troops may have oral temperatures up to 
100.6° F. (38.1° C.) and rectal temperatures up to 101° F. 
(38.3° C.). The relation between oral and rectal tempera- 
tures, too, is apparently not nearly as constant as is 
commonly taught: Carmichael and Linder,’* in parallel 
estimations on 24 normal subjects, found that the average 
difference in individuals ranged from 1.79° F. (0.99° C.) 
to 0.42° F. (0.23° C.), while in one case the rectal tem- 
perature was 3.5° F. (1.9° C.) higher, and in another was 
1.7° F. (0.94° C.) lower than the oral reading ; they quote 
the results of several similar investigations by other 
observers, who found variations ranging from 0° to 2.0° F. 
(1.11° C.). Renbourn and Bonsall have also observed that 
the oral temperature may very occasionally be higher than 
the rectal. 

The question is by no means merely one of academic 
physiology. Physicians are not infrequently confronted 
with a patient complaining of indeterminate symptoms and 
presenting no abnormality on examination except a “ per- 
sistent low-grade fever”: sometimes a definite cause can 
be found, such as pulmonary tuberculosis, a chronic 
urinary infection, or, in the Tropics, chronic malaria ; in 
many cases, however, routine investigation proves entirely 





10“ Protein Metabolism during Convalescence after Trauma,” Arch. Surg. 
1945, 50, 166. 

11 Biochem. J., 1937, 31, 694. 

12 Ergebn. Physiol., 1928, 26, 185. 

13 Gastroenterol., 1945, &, 326. 

14 Quoted by Ivy, A. C., loc. cit. 

15 Amer. J. med. Sci., 1934, 188, 68. 


negative and the physician is faced with the question 
whether to spend further time and money on even more 
exhaustive bacteriological and radiological investigations, 
or, accepting the slight “ fever” as within the normal limits 
for the temperature of that particular patient, to pursue a 
policy of masterly inactivity and vigorous reassurance. The 
subject has been discussed by Alvarez'* in a recent editorial. 
He points out that these patients are frequently tense, ner- 
vous women, and that such people tend to have body 
temperatures higher than those of ordinary quiet persons ; 
frank psychological disturbances, too, may be associated 
with persistent or intermittent “fever,” and Alvarez men- 
tions two cases of persistent temperatures of 100°—101° F. 
(37.7°-38.3° C.) in women who had contracted unhappy 
marriages. Other cases of “psychogenic pyrexia” are 
quoted by Wolf and Wolff,'7 who also add a remarkable 
case of their own. According to Alvarez, there is a 
tendency in the United States to make a diagnosis of 
brucellosis in such patients, but in his opinion this is 
incorrect in most of the cases. 

Any patient whose oral temperature rises every day to 
between 99° and 100° F. (37.2° and 37.7° C.) is clearly 
entitled to a search for all the usyal varieties of chronic 
infection. If this proves negative, however, there seems 
little doubt that reassurance and encouragement to resume 
a normal life represent a wiser policy than prolongation of 
the period of invalidism by over-enthusiastic bacteriological 
investigation, and that this applies particularly in the case 
of “ nervous ” patients and in tropical or subtropical areas. 
The thermometer, like the sphygmomanometer, should 
assist but never replace clinical common sense. 





ORGANIZATION OF CANCER TREATMENT 


The 16th annual report of the National Radium Trust and 
Radium Commission!® is of particular interest because it 
not only records the activities of this organization during 
1944-5, but also contains observations on the annual 
reports of the war years which were not allowed to be 
published for security and other reasons. In view of the 
Cancer Act passed in 1939 it became necessary to amend 
the original Charter, and to enlarge the membership of 
the Commission from ten members to seventeen, the addi- 
tional members being representatives of local authorities ; 
and radio-active agents other than radium and x-ray 
apparatus are now under the direction of the Commission. 
Though the carrying out of the 1939 Cancer Act has been 
postponed from year to year during the war, nevertheless 
the local authorities have been trying, where possible, to 
organize cancer services, and the Radium Commission has 
been able to give a great deal of help in drawing up such 
schemes. In 1942 it published a pamphlet on the organiza- 
tion of cancer treatment in which it expressed the view that 
the treatment of this disease could be carried out success- 
fully only if surgery and radiotherapy were in intimate 
association. Experience has led the Commission to advise 
that radiotherapy should not be carried out except by 
people who have a thorough and up-to-date knowledge of 
the physical principles and practice involved. The neces- 
sity of physicists being an integral part of the staff is 
emphasized. It further points out that the number of 
centres in the country having facilities for radiotherapy 
should be strictly limited, that such centres should be fully 
equipped with modern apparatus operated by a team of 
experienced radiotherapists, and should serve a population 
if possible of not less than two millions. 





16 Gastroenterol., 1945, 5, 320. 
12 Arch. intern. Med., 1942, 70, 293. 
18 Cmd. 6817. H.M. Stationery Office. (1s. 3d.) 
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The report refers to cancer records. The 1939 Act states 
that the keeping of such records should count and be paid 
for as part of the cancer service. The importance of 
records cannot be overstated. Cancer treatment is still in 
the stage of research, and detailed records are therefore 
essential, not only for the individual but also for improving 
methods of treatment. The Commission has drawn up a 
system of records which involves the registration and 
follow-up of every patient suffering from, or suspected to 
be suffering from, cancer. In addition to the national 
statistical records it is hoped that every centre will keep 
much more detailed records from the point of view of 
research. The registration and analysis cards are now 
being collected by the National Radium Commission, but 
it is understood that the Ministry of Health will shortly 
set up a National Medical Statistical Bureau. It is too 
early to say how the forthcoming National Health Service 
Act will affect the organizations for the treatment of 
cancer, but it is unlikely that it will reverse the principles 
laid down by the Commission, which are based on sixteen 
years’ experience. 





WELFARE OF THE CHILD 


Much has been done and is being done in this country, by 
legislation and by voluntary effort, to improve the chances 
in life of our children. Miss Rosalind Chambers and Miss 
Christine Cockburn have summarized, in their pamphlet 
entitled The Nation’s Children,’ the existing provision and 
its shortcomings. While the country is waiting for a com- 
prehensive health service, antenatal care must, they say, 
be improved, the service of the infant welfare clinics ampli- 
fied, and the war against children’s diseases made more 
effective. The education in dietetics which rationing has 
brought to us all must be impressed on expectant and 
actual mothers by a campaign of education, and school- 
children must have good food and milk. Every family 
must have sufficient income to buy adequate food even in 
times of illness and unemployment. Women must be 
trained in child care and home management rather than 
sent to prison for neglect. Good and suitable homes must 
be found for families ; the provisions of the new Education 
Act must be carried out with enthusiasm. The care of 
orphans and homeless children must be improved, 
especially by providing better-paid and _better-trained 
staff for the institutions which house them. The same 
need shows itself throughout all the services for children 
—the need for conditions which will attract the right 
people. The present complexity and chaos of organiza- 
tion need simplifying, but not at the expense of the free- 
dom of the many voluntary workers who now give such 
valuable service. The authors show keen insight into a 
very wide and varied complex of problems. 





THE DISCOVERY OF INSULIN 


This year is the 25th anniversary of the discovery of insulin, 
and the Diabetic Association is arranging silver jubilee 
celebrations to commemorate the event. Sir Frederick 
Banting was killed on active service, but his co-worker, 
Prof. C. H. Best, F.R.S., is coming over from Canada and 
will address a gathering at the Royal Institution, Albemarle 
Street, W., on Friday, July 5, at 4.30 p.m. He will be sup- 
ported by Sir Henry Dale, late President of the Royal 
Society. 

Attempts had been made before Banting’s time to 
separate insulin from the other secretions of the pancreas, 
but none had been successful. Banting believed that he 





1 British Association for Labour Legislation, 21, Clareville Grove, S.W.7. (9d.) 


could achieve the essential separation if he were given 
sufficient facilities for research. He found in Prof. J. J. R. 
McLeod, of Toronto University, a whole-hearted sympa- 
thizer. Unfortunately, the help that McLeod was able to 
give was limited, but Banting was supplied with a labora- 
tory, and with animals to work upon. McLeod also turned 
over to Banting a young postgraduate researcher named 
Charles Best. The work was beset with difficulties. Often 
when a solution appeared in sight the final result was un- 
satisfactory. Funds ran low, and Banting and Best sold 
many of their personal possessions to keep their experi- 
ments going. Eventually success came, and in the summer 
of 1921 they discovered a method of extraction of insulin. 
The tests on animals were satisfactory, and then came the 
day when the extract was first used with a human being. 
The patient was a young diabetic dying in one of Toronto’s 
hospitals. He regained his strength and continued to live 
a normal and healthy life. For their work Banting and 
Best were awarded the Nobel prize, and Banting was 
knighted. Of the partnership only Best remains. Prof. 
McLeod died in 1935, and Banting was killed in an aero- 
plane crash in 1941, while flying on a Government mission. 





THE ROTUNDA BICENTENARY 


As already announced, an international congress of 
obstetrics and gynaecology to celebrate the bicentenary 
of the Rotunda Hospital will be held in Dublin during the 
week beginning July 7, 1947. The actual bicentenary year 
of this famous institution was 1945, but the arrangements 
could not be made effective then owing to the war. The 
programme committee, fully representative of the Rotunda, 
the Coombe, and the National Maternity Hospitals, has 
drawn up a programme. To facilitate travel reservations 
and hotel accommodation the committee asks those pro- 
posing to attend the congress to register at an early date 
with the honorary secretary, Mr. G. F. Klingner, F.C.A., 
Rotunda Hospital, Dublin, or with the local offices of 
Thomas Cook and Son, Ltd. The completed programme, 
with details of the scientific papers and of the social func- 
tions and entertainments, will be circulated towards the 
end of this year and a copy sent to all who register. The 
subject for the opening session on July 7 is the history of 
midwifery, followed by a discussion on puerperal sepsis ; 
on July 8 eclampsia is the subject. The programme for 
July 9 has yet to be arranged. On July 10 sterility is the 
subject ; on July 11 foetal and neonatal mortality ; and 
on July 12 shock in obstetrics. At these sessions leading 
obstetricians and gynaecologists from various countries 
will take the chair or speak in the discussions. 





Dr. P. M. D’Arcy Hart will deliver the Mitchell Lecture 
before the Royal College of Physicians of London on 
Tuesday, July 9, on “ The Search for Chemotherapeutic 
Agents in Human Tuberculosis during the Past 100 Years.” 
Prof. C. A. Lovatt Evans, F.R.S., will deliver the Bertram 
Louis Abrahams Lecture on Tuesday, July 16, on “The 
Outlook of Physiology To-day.” Both lectures will be 
given at the College, Pall Mall East, at 5 p.m. 





We regret to announce the death of the eminent neurolo- 
gist, Dr. James Taylor, consulting physician to the National 
Hospital, Queen Square. 





Sir Alfred Webb-Johnson, Bt., President of the Royal 
College of Surgeons of England, has been appointed Hos- 
pitaller of the Order of St. John. 
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THE PROBLEM OF MEDICAL EDUCATIONAL 
FILMS 


BY 
Prof. NIELS DUNGAL* 


The great value of educational films has been definitely proved 
in training schools during the war now ended. Probably no 
other branch of the military forces used films so extensively for 
educational purposes as did the engineering schools, where air- 
men, electricians, and all kinds of technicians were trained by 
that means for several hours daily. The Americans stated that 
this method cut down the training time to 50% and even 25% 
of what it would otherwise have been. As the fight for victory 
became mainly a fight for time, it is easily understood how 
valuable this method of teaching was, quite apart from the 
considerable reduction in maintenance costs for hundreds and 


thousands of troops. 


Difficulties in Ordering Medical Films 

Although a great number of medical films are now available, 
teachers who try to obtain them will encounter certain diffi- 
culties. They will find that they have to write to a great number 
of firms, universities, and private persons who are in possession 
of various educational films. They will get in reply lists of film 
titles, usually with the running time indicated, but as a rule no 
adequate judgment can be formed as to whether a likely- 
looking film is really suitable for the purpose desired. The 
films can be rented or bought, but to establish a film library 
means a considerable expenditure, as copies are rather costly. 
So if, as is usually the case, there is no possible means of 
evaluating the films in question, the prospective buyer decides 
in favour of a limited number. Our experience is that, under 
present conditions, we have to be content if as much as 25% 
of the films we order come up to our expectations. Surely the 
finance committees of universities cannot be blamed for dis- 
couraging the acquisition of films under such conditions. 

Several firms in the medical trade, and particularly manu- 
facturers of drugs, have produced films—many of them of the 
highest value—for the purposes of medical instruction, which 
they distribute without charge. Most of these contain an 
element of propaganda, which, however well concealed, is not 
in accord with the neutral standpoint of university teaching. 
An educational film should be made for the sole purpose of 
instruction, without the least bias towards any commercial 
interests. 

Some of the best films have been made by -public authorities. 
The picture on “ Scabies” produced under the auspices of the 
British Ministry of Health might be taken as an example of the 
highest order of medical educational films. It contained a full 
statement of facts, well presented by an able specialist, illustra- 
ting pathology, clinical symptoms, treatment, and prevention 
better than could be done in a lecture without a film. The 
difficult method of finding the parasites, and the course of their 
development, were shown in rapid succession, not possible in 
any other way. From such a picture the student will profit 
more than by listening to the most gifted instructor or by 
reading the best textbooks. And this kind of instruction has 
the advantage of being presented in a way which appeals 
strongly to young people. 


Special Advantages of Film Instruction 


In a small university, where patients are not numerous 
enough to supply the demand for all kinds of cases, the film 
has the evident advantage of presenting readily available 
material for demonstration. Even the biggest clinics with the 
most varied material are not infrequently handicapped by the 
lack of what is called a “typical case”; and no university is 
usually able to present the rarer cases at will. Yet a rare case 
should not be considered an unimportant one. In many 
countries congenital syphilis is now a great rarity. It is, how- 
ever, one of the most important diseases to know, as neglect of 
such a case is apt to cause inestimable misery not only to the 
patient but also to others. 





*From the Department of Pathology, University of Iceland, 
Reykjavik. 


Some diseases can be demonstrated better in a film than in 
any other way when patients are not at hand. The movements 
in various disturbances of the central nervous system can be 
faithfully recorded: tetanus, chorea, paralysis agitans, the 
various forms of syphilis of the central nervous system, and a 
great many other diseases can be very strikingly demonstrated 
in an ordinary motion picture film. The stuttering speech in 
many nervous disorders is easily recorded, and as some of these 
diseases are among the rarest and are yet of the greatest im- 
portance, the value of recording them on films for scientific 
purposes is easily realized. 

Sound-recording will be found invaluable in the various dis- 
orders of the heart—not only the common forms of endocarditis 
and syphilitic affections but also the rarer congenital lesions, 
such as persistent ductus arteriosus and septum defect, both of 
which are associated with an abnormal sound effect that is not 
easily forgotten by those who have once heard it. 

Pathology and public health are equally well served by faith- 
fully recorded developments of various parasites and of 
diagnostic and preventive methods. Control of malaria cannot 
be better taught to an audience than by good films made for 
the purpose. The same applies to plague, yellow fever, kala- 
azar, hydatid disease, and other infections of bacterial and 
parasitic origin. 

Most doctors know too little about the science of genetics 
and heredity. With all the various duties which medical study 
demands of a man, it is hardly to be expected that the average 
medica] student can gain sufficient insight into the complicated 
science of genetics. The fundamental facts of this science 
could in no other way be so easily demonstrated as in an 
animated film, in which the chromosomes could be mapped and 
inspired with life, and in which the artist, under expert guidance, 
could depict the processes which determine the quality of a 
new individual. 

Need for Organization 

In the United States the American Film Centre has a branch 
for medical educational films, which collects and evaluates 
medical films from various sources. Dr. Adolf Nichtenhauser 
has been very active in this branch of the A.F.C., but the funds 
appropriated to this work have been so insignificant that expan- 
sion beyond the walls of a small office has not been possible. 
What is needed is organization on a grand scale for all English- 
speaking peoples. If one centre were set up for the U.S.A. 
and another for the British Empire, co-operation between the 
two would ensure that both did not carry out the same task 
simultaneously, but rather divided the work between them. 

There are at present over 150 universities in the United States 
and the British Empire. It may safely be assumed that a great 
number of foreign universities would wish to acquire good 
medical films if they were available from reliable sources. The 
producers should therefore have a market for at least 100 and 
probably nearly 200 copies of each film. When we consider that 
an ordinary commercial film in America has 300 copies—suffi- 
cient to cover the world market—100 to 200 copies of a 
scientific film should be a sufficient basis for the economic 
security of the enterprise. As most universities would probably 
desire to have a film library of their own, the copies would 
mostly be sold, which would be of advantage to the producers, 
to whom ordinary commercial films are returned. Scientific 
films would not need the expensive salesmanship which com- 
mercial films require, and scientists would demand only a 
fraction of the salaries that at present are paid in the motion 
picture industry. 

Even if the use of motion pictures should not in the end 
shorten the training time of medical students, as more know- 
ledge is constantly being added, they will make a welcome 
variation to the medical curriculum and contribute in no small 
degree to the art of teaching medical science. 





= 





Nearly 3,000 male nurses will benefit as the result of new 
Rushcliffe Committee salary scale recommendations. In a circular 
to employing authorities the Minister of Health says he welcomes 
the recommendations and suggests their adoption. Half the extra 
cost will be borne by the Exchequer. The nurses to benefit are those 
employed in hospitals and public assistance institutions, and in sana- 
toria, tuberculosis hospitals or hospitals mainly concerned with the 
treatment of this disease, and tuberculosis wards. 
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COUNCIL OF SOCIAL SERVICE 


The annual report of the National Council of Social Service 
for 1944-5 has been issued from 26, Bedford Square, W.C.1. 
The report begins by tracing the history of the Council since 
its foundation in 1919: “The dominant idea underlying its 
work has been the promotion of an effective partnership 
between the machinery of Government and the voluntary 
activities of the community.” It shows how the responsibilities 
of the voluntary societies have increased step by step with the 
increasing assumption by the State of responsibility for the 
social needs of its citizens. 


Outstanding features are recorded in the development of voluntary 
social service in the countryside. Before the war over 600 village 
halls were built with assistance from funds provided by the Carnegie 
United Kingdom Trust, and by the Treasury, through the Develop- 
ment Commission. Since the end of the war there has been a great 
revival of interest in village halls; the Carnegie Trust has set aside 
a further sum of £100,000 over the next five years, and the Develop- 
ment Commission has resumed its aid. The scheme has been 
correlated with the development of community centres, and over a 
thousand new village hall schemes are already in train. 

The campaign for reviving the parish council, the smallest unit of 
local government in the country, has met with much success. The 
rural community councils have continued to provide leadership to 
their counties over a wide range of activities, including education, 
music and drama, rural industries, and after-care and health services. 
In the urban areas the report notes a new interest in the work of 
local councils of social service. The citizens’ advice bureaux will go 
on in peacetime, because the need for their services is as zreat now 
as it ever was in time of war, and a national conference addressed 
by the Minister of Health in 1945 confirmed this view. Another 
development noted in the report is the tremendous enthusiasm all 
over the country for community centres. Reference is also made to 
the Council’s library and information services, and to the fruits of 
its research work. 

It is a sign of the Council’s vigorous impact on contemporary 
social life that the interests covered by its consultative work range 
from old people’s welfare to youth service, the Adoption Acts, 
playing fields, and training for social work. 








PENICILLIN IN THE BP. 


Penicillin and seven preparations of it are the subjects of new 
monographs in the British Pharmacopoeia, 1932, notice of which 
has been given in the London, Edinburgh, Belfast, and Dublin 
Gazettes by the British Pharmacopoeia Commission. Penicil- 
linum itself is defined as the anti-infective acid produced when 
Penicillium notatum or related organisms are grown under 
appropriate conditions on or in a suitable culture medium, 
converted into the sodium or calcium salt. When pure, 
penicillin (sodium salt) is a white powder which may occur 
as granules or scales; it contains 1,666 units per mg. When 
it has not been completely purified (sodium or calcium salt) it 
isa pale yellow to light brown amorphous hygroscopic powder, 
containing not less than 300 units per mg. It is very soluble 
in water and insoluble in fixed oils and in liquid paraffin. It 
is dispensed in sealed containers, the materials of which do not 
affect the potency of penicillin, and must be stored at as low 
a temperature as possible, not exceeding 10°C. The label on 
the container states whether it is sodium or calcium penicillin, 
the total number of units in the container, and-the minimum 
number of units per mg. of the penicillin. 

The preparations are cream of penicillin (cremor penicillini), 
sterilized cream of penicillin (cremor penicillini sterilisatus), 
injection of penicillin (injectio penicillini), oily injection of 
penicillin (injectio penicillini oleosa), penicillin ointment for 
the eye (oculentum penicillini), lozenge of penicillin (trochiscus 
penicillini), and ointment of penicillin (unguentum penicillini). 

The Commission’s notice contains an appendix on the bio- 
logical assay of penicillin and a warning that, in any part of the 
British Empire where penicillin is controlled by law, care must 








At the request of the Minister of Health his Central Housing 
Advisory Committee has set up a subcommittee “ to advise on matters 
relating to domestic equipment, fitments, and components for 
houses from the standpoint of domestic convenience,” and one 
of the members is Dr. J. Greenwood Wilson, M.O.H. for Cardiff. 


Reports of Societies 








MEDICAL USES OF PENICILLIN 


“ The medical uses of penicillin”~was the subject discussed at 
a meeting of the Section of Medicine of the Royal Society 
of Medicine on May 28, and it attracted a very large audience ; 
but apart from the two openers, Sir Alexander Fleming and 
Prof. R. V. Christie, no one came forward to sustain the dis- 
cussion, and after a few questions had been asked and answered 
the meeting ended. Dr. T. Izop BENNETT was in the chair. 

Sir ALEXANDER FLEMING said that there were two chief ways 
of giving penicillin—namely, into the blood stream and by local 
application. Both had their uses, and, of course, penicillin 
when injected into the blood stream did not get everywhere in 
high concentration, as, for example, into a large abscess or 
empyema. The amount given should be sufficient to destroy 
the infecting organism. Penicillin was the only chemothera- 
peutic agent which was quite non-poisonous, and therefore no 
trouble was to be apprehended from overdosage. Much 
greater danger lay in underdosage. Bacteria, like other living 
creatures, had a power of adaptation, and if a non-lethal dose 
was given they quickly recovered and became resistant to 
penicillin. 

The usual method of administration had been three-hourly 
injections day and night, but this was being given up in favour 
of one or two large doses a day. If made up in a simple watery 
solution, penicillin to the amount of 100,000 units was out of 
the circulating blood in about six hours, but by making up in 
oil-wax mixtures the time during which it was in the blood 
could be prolonged. With the greater availability of penicillin 
it was now justifiable—as it was not a year ago—to increase 
the amount, at the same time lengthening the interval. Thus 
the ordinary treatment of 15,000 units every three hours meant 
120,000 units a day, but this might be raised to 100,000 units 
every six hours which meant 400,000 units, or 300,000 units 
every eight hours which meant 900,000 units, or even 500,000 
units every twelve hours which meant 1,000,000 units a day. 

At the moment the administration of penicillin by inhalation 
was being widely practised. If 100,000 units were inhaled 
morning and evening penicillin would be maintained in the 
blood practically all the time. If the sputum were examined, 
high concentrations of penicillin would be found ; 2,000 units 
per ml. had been present in the sputum twelve hours after 
inhalation. This was a method which might well become more 
popular in the treatment of chronic bronchitis. Organisms like 
the pneumococcus and streptococcus were penicillin-sensitive 
and disappeared within two days; even Pfeiffer’s bacillus dis- 
appeared, but the place of these was likely to be taken by 
Friedlinder’s bacillus and other organisms, and in some cases 
the result was just as bad as before treatment. Penicillin 
lozenges were useful, but in certain patients produced an 
unpleasant stomatitis. Here again, while the streptococci dis- | 
appeared from the mouth, their place was taken by penicillin- 
insensitive organisms, which might be worse for some patients 
than the streptococci. 


Combination with Other Drugs 


A further question, Sir Alexander Fleming continued, was 
whether penicillin should be given by itself or in combination 
with other drugs. Two classes of drug immediately came to 
mind in this connexion—namely, the sulphonamides and the 
arsenicals. Penicillin powder was generally made with sulpha- 
thiazole, and the two were perfectly compatible. If an organism 
became “fast” to the sulphonamide it was scarcely likely 
to be “fast” to penicillin, and vice versa. Many laboratory 
experiments had been made in which an organism had been 
exposed to mixtures of penicillin and sulphathiazole or other 
of the sulphonamides, each ingredient being insufficient by itself, 
but the combination of the two had destroyed the organism. 
In the treatment of syphilis many workers had suggested a 
synergism between penicillin and the arsenical preparations. 
This was a point difficult to prove, but it might be that the 
future treatment of syphilis would be by penicillin with arsenic 
or with some other agent which affected the spirochaete. The 


“ 


ee ae eee 





ed at 
ciety 
nce ; 
- and 
» dis- 
vered 
ir. 

ways 
local 
cillin 
re in 
S Or 
stroy 
hera- 
e no 
Auch 
iving 
dose 
it to 


yurly 
vour 
atery 
it of 
ip in 
leod 
cillin 
rease 
Thus 
leant 
units 
units 
),000 
ty. 
ation 
aled 
the 
ined, 
units 
after 
nore 
like 
itive 
dis- 
1 by 
“ases 
“illin 
| an 


dis- 


iLlin- 
ients 


was 
tion 
e to 
the 
pha- 
ism 
kely 
tory 
seen 
ther 
self, 
ism. 
da 
ons. 
the 
enic 
The 








JuNE 15, 1946 


REPORTS OF SOCIETIES Buren -. 925 


MEDICAL JOURNAL 





new streptomycin affected most of the organisms that penicillin 
affected, as well as a good many others, but it appeared to act 
in a different way, and a penicillin-streptomycin combination 
might be effective. 

The question of length of treatment was one difficult to 
decide. Treatment must be continued long enough to eradicate 
the infection, and it was not easy to know when to stop. With 
a staphylococcal infection it might be necessary to go on for a 
week or more, and with some infections for a much longer 
period. With regard to penicillin given by mouth, if enough 
were given it was generally possible to get an effective action 
in the blood. But the amount absorbed varied greatly from 
patient to patient, and this was not entirely due to gastric 
acidity. One was not quite sure whether the patient was really 
absorbing the drug, and this made the method less sure than 
injection. 

In conclusion Sir Alexander Fleming said that penicillin had 
given the physician a chance of effectively treating bacterial 
endocarditis and allowed the surgeon to perform operations 
which he would not have dared to do for fear of sepsis. But 
penicillin was not the end. Other chemicals, synthetic or 
natural, would be brought forward and would extend the scope 
of treatment. It would be important to use them,-as it was 
now important to use penicillin, with intelligence and without 
abuse. ; 


Penicillin for Bacterial Endocarditis 


Prof. R. V. Curistire spoke on the treatment of subacute 
bacterial endocarditis with penicillin, and described the results 
obtained in the 14 centres appointed by the Medical Research 
Council for the investigation of this disease. A review of the 
investigation was published in. March (Journal, March 16, 
p. 381), and now it was possible to include a further two- 
months period of follow-up, and to add particulars of 58 
new patients, bringing the total in the series to over 200. 

The first experiment which was planned about a year ago 
was designed to show the relative importance of duration of 
treatment on the one hand and the total amount of penicillin 
on the other. The first 48 patients all received 5,000,000 units 
of penicillin, but the duration was varied. Twenty patients 
received 1,000,000 units a day for 5 days, and all these died 
or relapsed. Twelve received 500,000 units a day for 10 days, 
and of these 3 (25%) were apparently cured. Sixteen patients 
received 250,000 units a day for 20 days, and 8 of these 
(50%) were apparently cured. It was clear from this experi- 
ment that the duration of treatment was of greater importance 
than the tofal amount of penicillin given. Accordingly in the 
next group of 102 patients the duration of treatment was 
established as 28 days, but the daily dose was varied: 
16 patients received 100,000 units a day, and of these only 6 
(37%) were apparently cured ; 48 received 250,000 units a day, 
and 21 of these (44%) were apparently cured; 38 received 
500.000 units a day, and 27 of these (71%) were apparently 
cured. 


Incidence of Relapses 


It should not be forgotten that no matter how effective 
penicillin might prove to be in this disease, there would still 
be a certain proportion of patients—about one-third or one- 
fourth—who were bound to die of heart failure, major emboli, 
uraemia, and the like, and these deaths had little or no bearing 
on the efficacy of penicillin. It was the incidence of relapses 
which counted. Among the 38 cases just mentioned there 
were 9 relapses (27%). Of the patients who died, the septi- 
caemia in 4 cases was uncontrolled up to the time of death ; 
2 of these died during treatment, one 14 days and the other 
26 days after the start, and the other 2 died soon after treat- 
ment was completed. But even if these 4 fatal cases, 3 of 
which were infected with extremely resistant organisms, were 
reckoned as relapses, the results obtained by this system of 
dosage spread over 28 days were superior to any so far pub- 
lished in this country or in America, and this was the system 
which should be recommended in the treatment of this disease. 

There remained, however, the cases in which there had been 
relapse after inadequate treatment and which presented a 
special and difficult problem. In 30 such patients, on further 
treatment, 7 died, 14 relapsed, and 9 were apparently cured. 
With the statistical help of Dr. Bradford Hill he had worked 
out the expected numbers in each of these three categories on 


the assumption that the cases had not received previous treat- 
ment ; the number of deaths was approximately the same, but 
the expected number of relapses was 3 as against the actual 
number of 14, and the expected number of cures was 18 as 
against an actual 9. It was quite clear that relapse after an 
inadequate course of penicillin therapy was prejudicial to later 
success. It might mean that these patients had acquired resist- 
ance to penicillin or that they belonged to a special group of 
naturally resistant cases, but whatever the reason in these 
relapsed cases 500,000 units a day for 28 days was insufficient. 
Just how much should be given was not as yet clear. It had 
been their custom to give 500,000 units a day for eight weeks, 
with some measure of success. 

The relation of the sensitivity of the infecting organism to 
the results of treatment was also extremely interesting. Further 
experience had confirmed the published results and conclusions 
that the resistance of the infecting organism appeared to be of 
little or no practical importance within a wide range. In these 
resistant cases—which were very rare—again 500,000 units a 
day for 28 days was insufficient. It was probable that a higher 
daily dose should be given—1 or 2 million units. 


Comparison of Statistics 


How did these results compare with those published ia the 
.United States? Comparison was difficult because most of the 
published results had been on a selected group of patients 
—selected on the basis either of sensitivity of the organism 
or of the physical fitness of the patient. For example, 
Bloomfield published 16 cases with no relapses and no deaths, 
but although they were said to be consecutive patients they 
were highly selected, only those patients being included whose 
infecting organism was very sensitive to penicillin. One thing 
might be concluded from the British statistics, that they illus- 
trated one of the advantages of poverty. It was the scarcity 
of penicillin which led to the institution of these 14 research 
centres working to a co-ordinated plan in the treatment of a 
rare but extremely fatal disease. 

Prof. Christie concluded with a few remarks on the signifi- 
cance of certain clinical features of this disease as they bore 
upon prognosis. An analysis of the first 147 patients treated 
showed that 128 had rheumatic heart disease, and of these 
40% died; and 16 had congenital heart disease, and of these 
25% died. He thought there was a suggestion from these figures 
that the outlook for congenital heart disease was, on the whole, 
slightly better than the outlook for rheumatic heart disease. 
An analysis of the relation of heart failure to prognosis showed 
that of 106 patients with no heart failure 21% had died; of 
25 with moderate heart failure 76% had died; and of 16 with 
severe heart failure when treatment started all but one had 
died (84%). He also showed the relation of the death rate to 
the patient’s state of nutrition. Of the cases in which the 
nutrition was good 17% had died, and of those in which the 
patient was said to be emaciated 82% had died. : 

Finally, he had listed the causes of death. Heart failure 
alone was responsible for 29% ; heart failure with other causes 
for 21%; uraemia for only 7%; major emboli for 11%; 
haemorrhage for 7%; and other causes for 25%. Though 
haematuria persisted for many months in successfully treated 
cases, no case of late uraemia had as yet been reported. 


Questions 


The PRESIDENT asked whether anyone had had experience of 
inhalation therapy. He had seen only a few cases, but he had 
been deeply impressed. Sir WELDON DALRYMPLE~CHAMPNEYS 
asked wnether Sir Alexander Fleming had satisfied himself 
that there was available in this country a satisfactory apparatus 
for giving penicillin by inhalation, in particular an apparatus 
for giving it, not with oxygen, which was a little cumbersome 
at times, but with filtered air. Dr. GeorrReEY Evans asked 
whether there would be different types of penicillin on the 
market, and whether they could be advised as to what type 
of penicillin should be used. Was one type better than another 
for the treatment of syphilitic meningitis, for example? What 
was the best method of mitigating the pain which some peop!e 
experienced when penicillin was given intramuscularly? 

Sir ALEXANDER FLEMING said that he did not know whether 
there was a specially good apparatus for inhalation, but with 
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the simple apparatus in common use quite a large amount of 
penicillin could be introduced into the blood. As for the 
different types of penicillin,.this same mould under different 
circumstances would make at least four different types. These 
were called (1), (2), (3), and (4), but in America (f), (g), (x), and 
(k), and from recent reports (k) was not very good for syphilis. 
Nearly all the work here had been done with penicillin (2). 
Prof. Curistie, in reply to questions addressed to him, said 
that the criteria he used for assessing apparent cure were: 
negative blood culture, normal temperature after penicillin was 
stopped, and general fitness of the patient. The only sequelae 
observed were, first of all, the persistence of red cells in the 
urine, which might go on for many months, and, again for 
several months, a somewhat elevated B.S.R., although this 
usually fell quite rapidly. Asked about cases of known heart 
disease in which tonsillectomy or dental extraction was neces- 
sary, he said that he recommended a prophylactic course of 
penicillin, starting possibly twenty-four hours before the 
operation and continuing for about three days. He did not 
think it could be said dogmatically what dosage should be 
given, but 500,000 units a day was generally assumed. As 
for the relative convenience of intramuscular drip and intra- 
muscular injections, about half the patients preferred the one 
and half the other. There was no evidence that the results of 
treatment with these two methods of administration were 
different. ‘ 





OBSTETRICAL CASES 


At the May meeting of the North of England Obstetrical and 
Gynaecological Society held at Newcastle-upon-Tyne Mr. S. A. 
Way analysed a series of 500 cases of the lower-segment 
Caesarean section operation, personally performed by him, and 
compared it with the results of a smaller series communicated to 
the same society by Mr. Harvey Evers in 1934. Of this series 
the large figure of 320 represented disproportion between the 
head and the brim of the pelvis, and was the reason for the 
failure of a delivery through the natural passage, and in 74 
cases the indication for the operation was the presence of a 
low-lying placenta. The maternal death rate for the whole 
series was 3.4%, which oa analysis was found to be highest 
in the “failed forceps” group with a figure of 4.3%, and for 
placenta praevia one of 2.7%. This maternal mortality was 
lower than in the series of the year 1934, and he attributed 
this decrease to the treatment of septic cases with the sulphon- 
amide drugs. Mr. F. J. BURKE reported a case in which a 
pregnancy resulted after tubal reimplantation performed for 
complete occlusion of the lumen of each tube near its insertion 
into the uterine wall, and Dr. G. P. MILNE and Mr. T. J. 
ROBINSON described interesting cases of developmental abnor- 
malities complicating the picture of pregnancy and labour. 
Mr. LINTON SNaITH described his investigation into the skin 
reactions of cases of toxaemia of pregnancy to a placental 
extract, and Mr. Harvey Evers a case of malignant disease 
of the vulva in a girl of 17 years. All these communications 
were discussed by the members present. 





Contributors to the Journal of Endocrinology have recently taken 
the initiative in the formation of a Society for Endocrinology, the 
object of which is to promote the advance of endocrinology by 
observational, experimental, and clinical studies. The society was 
founded at an inaugural meeting held at Guy’s Hospital on April 26, 
when the following elections were made: hon. secretary, Dr. S. J. 
Folley; hon. treasurer, Dr. C. W. Emmens; hon. editor of the 
Society’s Proceedings, Prof. S. Zuckerman; members of committee, 
Dr. P. M. F. Bishop, Dr. A. S. Parkes, Mr. P. C. Williams, Prof. 
F. G. Young. In addition to ordinary meetings at which original 
scientific communications will be presented, the society hopes to 
organize from time to time symposia on selected topics in the field 
of endocrinology. The address of the hon. secretary is: c/o the 
National Institute for Research in Dairying, Shinfield, nr. Reading. 





A meeting of the Medical Society of the L.C.C. Service was held 
at the County Hall on May 8. Papers were read by Mr. R. V. 
Lewys-Lloyd on fractures of the hand, Mr. J. C. Gillies on infections 
of the hand, and Mr. J. Gabe on injuries to tendons, etc. The three 
speakers stressed the dangers of paying too little attention to the 
treatment of minor injuries and gave their views of the ideals to be 
aimed at in achieving successful treatment. 


Correspondence 





ae | 





Hospital Treatment by Doctors outside the Service 


Sir,—Considerations of space obviously lead to great con- 
densation of your report on the proceedings of the Standing 
Committee on the Health Service Bill. Nevertheless, having 
read those proceedings in full, I feel that Mr. Bevan’s remarks 
on May 21 about the use of hospitals by doctors outside the 
scheme are of such fundamental importance that the attention 
of the profession should have been directed to them in no 
uncertain terms. ; 

Mr. Bevan stated, quite correctly, that “there are instances 
all over the country where a person who is chronically ill goes 
into hospital because he or she cannot get treatment at home. 
It may be that they suffer from something which does not 
require specialist treatment, but treatment by a general prac- 
titioner. I want to make it clear that the general practitioner 
should give that kind of treatment in a general practitioner 
hospital.” On which he was asked: “Is the general practi- 
tioner covered who may be outside the service altogether ? ” 
And he replied: ‘“‘ Now the hon. Member is not pushing the 
door open, but is pushing the house down. If he is asking that 
a general practitioner who is entirely outside the public service 
is to have available the hospitals of the public service, he is 
asking for more than the specialist gets.” 

The obvious and only possible inference from Mr. Bevan’s 
remarks is that no doctor who stays outside the service will 
be able to make use of any hospital at all, for all hospitals 
are to be inside the service. Mr. Bevan emphasized it later 
by adding: “If a doctor or a specialist cares to stay outside 
the service, it will be a little hard for us to provide facilities. 
I do not want to have a principle inserted in my scheme whereby 
general practitioners and specialists can sabotage the service 
by remaining outside.” 

That gives the whole show away. All the talk of the freedom 
of doctors to remain outside is meaningless if they are to be 


deprived of hospital facilities. All the talk of free choice of 


doctor is meaningless ; for how can a patient chuose a doctor 
who will be unable to attend him for any but minor ills ? 
This rule—that only doctors in the service can use the hos- 
pitals—is blatantly a,method for forcing all doctors into the 
service whether they wish it or not, for only by being in the 
service will they be able properly to treat their patients.— 
I am, etc., 


Ashtead, Surrey. W. EpwarbDs. 


Health Service Bill 


Sir,—Perhaps you will allow me to make some comments 
on the Second Reading of the Health Service Bill. My first 
criticism is the unseemly haste with which the Second Reading 
was conducted. I would draw attention to the levity with which 
the Government has treated both the public and the profession 
with regard to the arrangements for the Second Reading, at 
which the principles of a Bill are settled. The Leader of the 
House at first proposed to take the Second Reading four days 
after the publication of the Bill, leaving only the week-end 
(which many members use for visiting their constituencies) for 
study of its eighty closely printed pages. The final allocation 
of time was 24 days. The same levity is apparent in the 
decision to take the Committee Stage, not on the floor of the 
House as is the rule with all important measures, but in a 
committee room “upstairs.” By this arrangement the Com- 
mittee Stage is left to 50 members, whereas on the floor of 
the House the full 640 members form the committee. Perhaps 
I may mention in passing that as an independent Member—a 
status which I have maintained for 22 years—I receive no 
support from Party Whips, with the result that I had difficulty 
in catching the Speaker’s eye during the debate and find no 
place on Committee “C.” 

I propose to confine my comments to the measures contem- 
plated for the consultants, for whom I am most qualified to 
speak. The position of consultants was left practically un- 
touched in the White Paper published by the Coalition Govern- 
ment in 1944, and the position of consultants still remains more 
fluid than that of the general practitioners’ section. Whole- 
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hearted co-operation of the consultants is, however, of prime 
importance to the Minister. His scheme for health services 
differs from the provisions of the N.H.I. Acts precisely in the 
promise of specialist and institutional treatment, which was 
excluded from those Acts, and this provision has obviously 
been one of the principal baits offered to the public in the new 
Bill. The Minister’s personal reaction to this section does ‘not 
augur well for his ultimate control of consultants. There are 
ominous hints already in the proceedings of Committee “C” 
that he is preparing to make his own selection of consultants 
and his conditions for their terms of service and remuneration. 

I would instance in particular his reference to the power he 
would exercise, when he has obtained control of the hospitals, 
in admitting to hospitals only those consultants whom he wishes 
to favour, with the implication that without that admission 
it will be impossible to follow consultant practice. It is true 
that he declares his intention of consulting an expert body 
in his choice of consultants, but that consultation remains 
permissive, not obligatory, and as the “expert body” is to be 
for practical purposes appointed by himself, its impartial 
authority is undermined. May I, in a digression, point out 
how farcical such protection proves in practice. In 1920 the 
House appointed a “consultative committee to advise the 
President of the Board of Education.” It included some of 
the most distinguished educationists of our generation, but 
it was so seldom consulted that its final demise in 1938 was 
unnoticed until my question (Hansard, Jan. 26, 1944) revealed 
these facts. That committee was appointed by Parliament, 
whereas the consultative committees named in the Health Bill 
are to be appointed exclusively by the Minister. 

The nationalization of the hospitals, which again constitutes 
one of the principal differences between the White Paper of 
1944 and the present Bill, has a vital importance for the con- 
sultant section, and in no respect more vitally than in the 
effect nationalization must have on the prosecution of research, 
which has been conducted almost exclusively by consultants at 
the voluntary hospitals. I pointed out in my speech, in a 
passage which you were good enough to reproduce, that the 
Bill devoted only nine lines to the subject of medical research, 
which, those lines indicated, would be “conducted” by the 
Minister from Whitehall. Research conducted by a State 
Department has little attraction for the research worker, as 
has been shown in a recent incident. When the “conduct” 
of research into the atomic bomb was entrusted to the Minister 
of Supply the immediate result was the refusal of almost all 
the scientists most actively engaged in such research to accept 
membership of the Minister’s team of workers. The reaction 
of British consultants immediately upon publication of the Bill 
showed a similar revolt against the proposal for nationalization 
of the hospitals, which, it was at once seen, would destroy the 
whole atmosphere of research as at present conducted at the 
voluntary hospitals.—I am, etc., 


House of Commons. E. GRAHAM-LITTLE. 


Medicine and the State 


Sir,—It is interesting to note the marked alteration in tone 
in the correspondence in your columns on this subject which 
has occurred lately, and which coincides with Mr. Bevan’s 
assumption of power as “ medical dictator.” To-day, almost 
every letter reveals a rising tide of justifiable indignation at 
the methods employed and the indignities to the profession 
resulting therefrom. In the past there were many letters 
appraising the Bill, or certain elements in it, but these voices 
are growing fainter and fainter as the days pass. 
now clear where we are being led, and all the trappings and 
trimmings and unessentials are falling away. We are just left 
with the cold, hard, naked fact that the “dictator” intends 
as his first step to wrest freedom from the medical profession 
and the public, so that he and his Government have power to 
do anything and everything they think fit in medicine. 

This he realizes he must do, and indeed his ultimate intentions 
are only thinly veiled. He can either ingest the meal at one 
gulp, which he is rather scared of doing, or take it piece by 
piece, more insidiously, until he has achieved his ends. It all 
savours, rather sickeningly, of the old, hackneyed phrase, “I 
have no more territorial demands to make.” It is common- 
place to-day to hear such pronouncements as, “ Whether you 
like it or not, you are going to have it” and “We shall go 


For it is - 


through with this scheme, co-operation or no co-operation ” 
and “The Minister refuses even to negotiate with the pro- 
fession.” 

A most excellent letter from Dr. Alfred Cox exposing the 
dangers of dictatorship in medicine is sent to the Times for 
publication, but the editor regrets that he is unable to publish 
it. To my mind there is no other issue at stake worth con- 
sideration except the preservation of freedom in thought and 
action for the medical man and the patient, and this is being, 
or is going to be, denied to both. If we stand by and acquiesce 
we are sacrificing the one essential for the future of medicine. 
Is, then, the profession to consent to such tactics?—for its con- 
sent to working the Bill is indispensable to the Minister, even if 
he does not yet realize it. Or is the profession to stand and fight 
and grasp with both hands a heaven-sent opportunity to hammer 
a long nail into the coffin prepared for dictatorial methods, 
which we have striven and suffered six long years to eradicate, 
spilled much blood in the doing, and emerged to find that we 
have only been loaded with it ourselves?—I am, etc., 

London, W.1. A. R. DINGLEY. 


“ Appointment with Fear ” 

Smr,—This is a reasonable title, I think, for the situation 
facing most practitioners. For what stake will a thoughtful, 
well-educated man gamble with one throw practically the whole 
of his capital and his total income ? This includes, of course, 
not only his own bread and margarine but a home for his wife 
and education for his children. For that is the situation if he 
decides to “ strike ” or, put into other words, “ fight the Govern- 
ment.” If the stake is “ buying and selling of practices” will 
the man who has no practice fight? Will the man who has 
a big debt on his practice fight ? Will all those who can get 
their money now on a good market fight ?_ If the stake is “no 
part-salary ” will the man fight who has a salary or a part- 
salary now? Will all those who publicly say they will fight 
do so to the limit or quietly quit ? 

I consider that before any husband or father can seriously 
consider this particular gamble he should have knowledge of 
certain facts: (1) The total numbers of doctors (including those 
in Government or local government employ) available. (2) The 
number of doctors who promise to refuse service and strike. 
(I think there should be 80%.) (3) Certain knowledge that 
those agreeing to strike are doing so and continuing to do so. 
For this latter the only knowledge of “form and fitness” of 
our team was the last time out in 1912. Then many were non- 
starters, most of the others failed to finish the course, and 
those who did received severe penalties. 

It is necessary on this occasion to have some outward and 
visible sign of those maintaining the fight. I think that every 
“ striking ” doctor should agree to take a locumtenency at least 
15 miles away from his practice. The executive committees of 
adjoining Divisions could arrange this general post, and a re- 
hearsal could be held at any time. I am willing to add my 
name to the list. 

Without a well-organized plan we doctors should not attempt 
a “strike,” as we would certainly fail. We can only warn 
the public that there are not the doctors, buildings, equipment, 
or staff to implement the promises of the Government, and 
that, with the limitations on the independence of doctors, their 
future service to the public must be worse and not better than 
at present.—I am, etc., 

Heacham, Norfolk. P. S. MARSHALL. 


Compensation under the Bill 
Smr,—Dr. Geoffrey Dudley (May 25, p. 811) draws attention 
to the case of the medical man who “would not wish” to 
enter the service. Almost similarly placed is the consultant 
who, on account of age limit, has been retired from a hospital 
appointment but still continues in practice, and offers his services 
to the State and they refuse it—as they almost certainly would 
on account of his age. Under such circumstances the Minister 
would also be confiscating the practice. While the letters which 
appear weekly in the Journal are no doubt an outflow of 
righteous indignation, one wonders whether they are a useless 
outflow. It may be assumed the Minister of Health does not 
read them. Is the B.M.A. doing anything to bring the ideas 

expressed in them to his notice 7—I am, etc., 


Norwich. ARTHUR GREENE. 
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Assistants and the Bill 


Sir,—I cannot let Dr. Shackleton Bailey’s reply (June 1, 
p. 847) to my letter-pass without rejoinder. What a sordid 
conception he has of the relations between principal and assis- 
tant. As I see it there are three classes of assistants: 


(1) The man who hopes to become a partner, and is having a 
trial run to see (a) whether he and his senior can work together in 
harmony, and (6) whether the patients will accept him. 

(2) The junior who is frankly taking a temporary job to learn 
the ropes before setting up for himself. 

(3) The sweated labourer, who is employed by a grasping principal 
as a cheap substitute for a partner. 


Dr. Bailey recognizes only Category 3, and I will agree that 
such a category should be neither encouraged nor tolerated. 
I believe also that the principal employing him has only him- 
self to thank for the inevitable shrinkage in his practice pro- 
duced by a disgruntled employee. Both the previous categories 
seem to me to fulfil a valuable function in preserving the 
continuity of practices and in training the new entrants. .A 
partnership without a preliminary assistancy is about as hazard- 
ous as a marriage without a preliminary engagement. 

I suppose there will always be a minority of doctors whose 
lack of initiative, confidence, or personality makes them at 
present the preordained raw material of Category 3, but the 
thought of these being thrust into the responsibility of un- 
sponsored practice by a State service is scarcely comforting. 
They might even be better off and less dangerous as the assis- 
tants of doctors with the views of Dr. Bailey.—I am, etc., 


Sherborne. R. McINTOSH. 


Aluminium Therapy of Silicosis 


Sir,—May I congratulate you on your very able leader on 
the above subject (June 1, p, 839). At the same time may I 
be allowed to differ from the statement: “ There is little doubt 
that the production of silicosis depends upon the solubility of 
silica” 2? To my mind this conclusion is a matter of very 
great doubt indeed. Here are some facts with a bearing on this 
question : 


1.—As a general rule mineral silicates are more soluble than 
silica is. Yet silica dust produces “true” silicosis, while the dust 
of silicates does not. 

2.—The dust made from the dry drilling of certain quartzite rocks 
is particularly virulent in the production of silicosis, yet these 
particular quartzites are amongst the least soluble of all forms of 
silica. 

3.—The dust concentration in the air breathed by “ bunker hands ” 
dressing millstone grit is very low, yet the incidence of silicosis 
amongst these men is high. The outstanding characteristics of this 
dust are: (a) that it is freshly produced by the blow of the chisel ; 
and (b) that it is dry—the same conditions are found in flint- 
knappers. 

4.—** Soluble silica” (i.e., silica hydrosol) when swallowed by 
human beings is very rapidly absorbed—so rapidly that little silica 
can k= found in the faeces. It is rapidly and almost completely 
elir.inated in the urine, yet there is no evidence whatever that any 
dam is sustained by the kidneys, the intestinal mucous membrane, 
the blood, etc., in the process. 

5.—Soluble silica is a normal metabolite throughout the vegetable 
and animal kingdoms, including man. It is an essential constituent 
of human hair, nails, cuticle, and the enamel of teeth. The feathers 
of birds owe their stiffness to the silica which they contain. Many 
shell-fish, sponges, radiolarians, etc., possess a siliceous skeleton 
completely free from calcium. Milk contains soluble silica—up to 
28 mg. SiO, per litre—and one of our most successful artificial 
foods for infants contains soluble silica. 


When the above facts are taken into consideration, it is very 
difficult to accept the conclusions of Drs. Gye and Purdy, and 
the late Prof. Kettle, that silica-in-solution (if I remember 
rightly they called it “ silicic acid” in those days) is a “ proto- 
plasmic poison.” About twenty years ago the application of 
x-ray diffraction analysis to minerals like silica and the silicates 
threw a flood of new light upon their atomic structure, and 
upon the mechanism by which they are held together and by 
which they form chemical combinations. It became evident 
that silicates are not metallic salts, and that to speak of the 
“molecular weight” of silica and the silicates is meaningless. 
It also became evident that particles of silica are solid ions, 


‘ 


bearing high negative electrical charges dependent upon the 
extent of their surfaces, When freshly produced and dry, these 
ions are active. They are neutralized by forming surface com- 
binations with water, or with other suitable material, such as 
aluminium, This is the basis of the “ protection ” of silica dust 
with aluminium powder, as introduced by Denny, Robson, and 
Irwin. 

The bearing of this new knowledge upon the silicosis question 
seemed to mie obvious, and in November, 1934, I read a paper 
before the North-Western Tuberculosis Society at Manchester 
in which I advocated the theory that silicosis was due to the 
electrochemical energy at the surfaces of the freshly cloven 
silica particles acting upon the alveolar cells in the lungs, and 
that there was no necessity to postulate that the.particles had 
to go into solution before they could exert their characteristic 
action. 

I may now add that my manuscript was submitted to Sir 
Lawrence Bragg, who very kindly attended the meeting at which 
I read the paper. It was afterwards published in Tubercle 
(1935, 16, 397), and admittedly formed the basis of the work 
of Denny, Robson, and Irwin on the “ protection” of silica 
dust with aluminium—vide Maclean’s Magazine (Toronto, 
November 1, 1939) and the American Readers’ Digest. Soon 
after the publication of my paper I received a congratulatory 
letter from the late Sir Ambrose Fleming (the inventor of the 
thermionic valve) in which he stated that my paper threw light 
on a phenomenon which he had noticed—viz., that a current 
of electricity can be produced by passing a stream of freshly 
powdered silica through a hole in a brass plate. These views 
are given in greater detail in an article I contributed to the 
interim supplement to the British Encyclopaedia of Medical 
Practice for April, 1946.—I am, etc., 


Chichester. PATRICK HEFFERNAN. 


Rheumatic Diseases: A British Legion Unit 


Sirn,—May I, as chairman of the Empire Rheumatism 
Council,:draw attention to an important development shortly to 
be undertaken by the British Legion. The British Legion has, 
with the full-support of the Ministry of Health, undertaken to 
finance and sponsor a unit of fifty beds exclusively for ex- 
Service personnel suffering from arthritis and/or rheumatism. 
‘** Ex-Service ” is the only qualifying requirement; there is no 
differentiation made if the sufferer is not actually a member of 
the British Legion. All recommendations pass through the 
British Legion Headquarters and must have the support of the 
patient’s own practitioner. It is obvious that if any advance 
of value is to come from this investigation the collaboration 
of the medical profession in the selection of suitable cases is 
essential. 

Whilst there is no suggestion that at this new unit any method 
of diagnosis or treatment will be employed that cannot be 
obtained at any general hospital, the unit is, however, intending 
to concentrate on several factors which, when taken together, 
may prove a valuable approach to the treatment of these 
sufferers. First, the unit will operate in the country. Secondly, 
it will operate, it is to be hoped, in buildings specially set aside 
for the Legion so that the spirit of the Legion may permeate 
the whole unit and help to foster recovery. Thirdly, it is to be 
run in close association with a teaching hospital, thereby secur- 
ing the full availability of all branches of medicine concerned 
in the team work which the investigation and treatment of 
rheumatic cases involve. Lastly, no particular period is to be 
placed on the duration of stay, and, where advisable, it is 
expected to be possible to continue long-term treatment at one 
or other of the four or five convalescent hospitals which the 
Legion is ncw opening. A special feature of the unit will be 
the rehabilitation and training of patients for replacement in 
industry. 

I venture to think that this experiment, as outlined, will prove 
a useful example for the initiation of other similar centres. 
The Empire Rheumatism Council intends to watch this investi- 
gation with great interest. I may add that I have inspected the 
proposed site and buildings and have discussed the project 
with those immediately concerned. I believe the scheme to be 
full of promise.—I am, etc., 


London, HORDER. 
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Notification of Venereal Disease 


Sir,—A recent discussion at the Royal Sanitary Institute again 
focused attention on the much-disputed topic of the notification 
of venereal disease. Col. Harrison summed up against the 
proposal, and we have therefore to conclude that officially it is 
not yet in the region of practical politics. 4 

The one big argument for the proposal put forward was the 
need for sanctions, as a final resort, for persistent recalcitrance. 
The present Minister of Health was quoted to the effect that 
at the back of all fields of endeavour in social effort there must 
be compulsion. The speaker quoted the work of a public 
health department where statutory powers are in existence, but 
where most of the results are obtained by compromise and 
agreement. Actual cases in the courts are rare. In other words, 
compulsion is a weapon to flourish, but not to use except in 
the last resort. With this premise and argument I think most 
people would agree, but where to find the weapon in this vexed 
question of venereal disease is a difficulty. 

Article 148 of the Public Health Act, subsection (a), reads 
as follows: “A person who, (a) knowing that he is suffering 
from a notifiable disease, exposes other persons to the risk of 
infection by his presence or conduct in any street, public place, 
place of entertainment or assembly, club, hotel, inn or shop” 
shall be liable to penalties. If for “notifiable” disease in 
this section “ infectious ” disease was substituted and infectious 
disease, by Order, made to include venereal disease, it appears 
to me to give us such a weapon. Actually if it were cut short 
to read as follows it would answer the purpose: ‘“‘ knowing that 
he is suffering from an infectious disease, exposes other persons 
to the risk of infection, shall be liable to specific penalties.” 

The two chief types who are mainly concerned in the spread 
of venereal disease are: (1) defaulters; (2) the irresponsible 
professional and amateur. 

(1) I should be prepared to put up notices in all clinics to the 
effect: (a) that treatment is free and confidentiai; but (b) draw 
attention to and quote the suggested enactment about spreading the 
disease; (c) urge continuance of treatment till freedom from infec- 
tion is certified by the doctor. In the case of letters sent to 
defaulters the enactment should again be quoted. With the drastic 
decrease in the time factor in modern treatment and with the help 
of social workers, armed in the last resort with this enactment, a 
vast improvement should ensue. 

(2) The persons here concerned are mostly subnormal or abnormal 
mentally or psychologically. They belong to one of the antisocial 
groups, and it is a question whether in a well-ordered society such 
groups should be allowed the amount of liberty they now enjoy. 
As things are, however, they form a very formidable problem. 
There is so often the practical difficulty from a legal point of view 
of establishing identification in specific cases—strong suspicion but 
not legal certainty. Pinning down one of these cases is one of 
the most difficult problems a social worker can encounter. Even 
so, an enactment of the kind suggested could be a weapon. So 
often, in this type—where it is morally certain a particular person 
is at fault—evasion is practised. To serve a copy of this enact- 
ment may at least have the effect of frightening where persuasion 
had failed. 


I am not sufficient of a legal expert to know whether this 
clause could be made law under present Orders in Council or 
whether an amending Act would be necessary, but there appears 
no great difficulty in making it law if thought advisable.— 
I am, etc., 

Dartford, C. M. OCKWELL. 
Pregnancy in a Uterus Bicornis 

Sir,—There would appear to be some serious confusion of 
thought in the mind of your correspondent, Dr. D. W. Robinson 
(June 1, p. 836), writing on the subject of “Pregnancy in a 
Uterus Bicornis.” Can it be possible to remove “the right 
horn” and yet leave the uterus “ almost like a normal one . 
with both tubes and ovaries in the usual position” ? I suggest 
that it is frankly impossible. The possibility of angular preg- 
nancy should be considered, and there is the exceedingly rare 
condition of diverticulum of the uterus which may account for 
this strange phenomenon. 

Would it be possible for your correspondent to let us have 
some more details, and, if possible, a sketch of what actually 
was seen at operation? The case is surely worthy of careful 


presentation.—I am, etc., 
G. A. ARMSTRONG. 


Carlisle. 


“Cord Round the Neck ” 


Sir,—My own experience leaves me quite convinced that 
many stillbirths are attributable to this cause, and I have no 
“grave obstetric doubt.” ‘Unfortunately, I have not had the 
opportunity of carrying out all the tests and experiments sug- 
gested by Dr. Reddington’s (Jan. 19, p. 109) and subsequent 
letters, but the following may be of interest. 

In order to test the tension required to arrest the flow through 
the umbilical vessels a cork of a Winchester was fitted with three 
small copper tubes, to which were attached three lengths of cycle- 
valve tubing. One of these was attached to another short length 
of copper tube, filed and tapered for insertion into the umbilical 
vein, and the other two were fitted to serum needles with their points 
ground off and butts removed. A glass tube as an air vent was 
carried to the bottom of the Winchester. On inverting and suspend- 
ing this apparatus, as in transfusion, before attaching to an 
umbilical cerd, water flowed freely from all three outlets. The 
copper ‘‘ nozzle ’’ was inserted into the umbilical vein and tied with 
silk and the two needles were insinuated into the arteries and tied. 
Though three umbilical cords were tried a satisfactory flow of water 
was not obtained through the arteries, but the flow through the vein 
was free and continuous. A flexible tube was attached to the external 
end of the air vent so that air could be blown through to increase 
the air pressure within the Winchester. The cord was suspended 
on a wire which perforated the end between the insertion of the 
“nozzles ” so that the suspension did not pull the vessels away and 
were not accidentally compressed. Direct tension on the cord of 
several pounds had little or no effect on the flow of water, but with 
one coil of cord round one’s wrist held horizontally the flow of 
water through the umbilical vein, at a pressure of 80 mm. Hg, was 
completely arrested with a pull of 1 Ib. 2 oz. (510 g.). With two 
coils round the wrist the flow was arrested with a weight of only 
8 to 10 oz. (224 to 280 g.). It was found with the cord hanging 
loosely and water flowing freely with forced pressure from the Win- 
chester that the flow was completely arrested by the armlet of a 
mercury sphygmomanometer at 80 mm. 


It may be that the “live” cord with both arteries conveying 
blood under pressure might continue to supply oxygenated blood 
to the foetus against considerably greater pressure or tension 
on the umbilical vein than that required to arrest the flow of 
water in this simple experiment. It was my intention to repeat 
this experiment after having forced a flow through both arteries. 
The experiment was attempted from both ends of the cord—i.e., 
with the needles inserted into the umbilical.end of the vessels 
and in the foetal end, the results appeared to be the same. I 
wished also to take the B.P. of the umbilical cord before pul- 
sation ceased, immediately after birth, and to test the required 
tension on the cord wound round the wrist to stop pulsation. 
As I am not likely for many months to have the opportunity 
of doing this, I suggest it to others. From this it would appear 
that a child could very easily be asphyxiated by tension on the 
cord round the neck as the head is forced further from the 
placental site, and I believe this is what not infrequently takes 
place. 

I remember one case, particularly, which occurred some years 
ago. I was satisfied at the time and I am still satisfied that 
the cause of death was asphyxiation due to tight coils of cord 
round the neck. The mother was a healthy young primipara 
with good pelvic measurements, but the head remained on the 
perineum without advancing for about two hours and with no 
obvious reason for the delay. I fidgeted to deliver with forceps, 
but fearing the accusation of impatience, and having taken to 
heart too deeply the preaching on ‘“ meddlesome midwifery,” 
I allowed this woman to deliver herself of a stillborn infant 
with the attenuated cord stretched tightly round the neck. Per- 
haps this life could have been saved by early forceps delivery. 
As the frequency of cord round the neck is said to be one in 
four or one in five deliveries, one might expect an even greater 
mortality than actually occurs, and it 1s difficult to imagine that 
one can have attended a great number of confinements without 
having been confronted with this tragedy. 

It would seem probable that repeated tension on the cord if 
the cord be looped round any part of the child’s body, limbs, 
or neck during a prolonged second stage would cause foetal 
distress and eventually asphyxiation, and that asphyxiation 
would result from occlusion of the umbilical vessels. and this 
would probably occur in the case of cord round the neck before 
constriction of the cervical vessels could occur. In another 
case of my own I attributed death to asphyxiation due to tension 
on the cord, which was wound tightly twice round the body of 
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a child delivered by the breech. Except for this unexpected 
complication of the cord, delivery was easy, and I do not think 
that in this case the cord was compressed against the maternal 
pelvis. 

In addition to the possibility of asphyxiation due to tension 
on the cord round the neck are to be added the possible diffi- 
culties and complications due to the artificially shortened cord, 
such as retroplacental haemorrhage as mentioned by Dr. I. G. 
Cameron (Feb. 23, p. 291). I have noticed several times when 
patients have had strong uterine contractions with only very 
slow progress but have complained of intense pain at each 
contraction, and often after forceps delivery, that there has been 
a very short cord or the cord artificially shortened by being 
wound round the neck. These petients are often thought to be 
making a great fuss over nothing. “She has good pains but 
won't use them” is often reported. 

Other points which occur to me and perhaps have not been 
fully investigated are: What effect, if any, is there on the capil- 
laries of the placenta if the cord is sufficiently constricted to 
occlude the umbilical vein for considerable periods without 
compressing the arteries ? Can the strain on the foetal circula- 
tion due to constriction of the umbilical cord be an aetiological 
factor in congenital heart disease—e.g., patent foramen ovale 
or ductus arteriosus ?—I am, etc., 

Huddersfield. 


Congenital Hypertrophic Pyloric Stenosis 

Sir,—I am grateful to Dr. Margaret Smyth (June 1, p. 851) 
for drawing attention to an error of omission in my paper on 
pyloric stenosis. As I had previously (Lancet, 1944, 2, 748) 
given a detailed account of my method of medical treatment, 
1 included only a brief summary of it. I failed to point out 
that the initial feed-volume reduction is maintained for 24-48 
hours, and subsequently there is a daily increase of 1/2 oz. 
(14 ml.) until the infant is taking its full caloric requirements. 
When this stage has been reached the vomiting does not return 
and the gain in weight is satisfactory. 

Dr. Smyth gracefully admits that her experience in this field 
is limited, and had it not been so I am sure she would not have 
been under the impression that my care of each case was 
limited to ten days. Actually, every case treated medically 
was seen periodically for at least four months and until medi- 
cation had been stopped and it was certain that the vomiting 
had not returned. I can assure Dr. Smyth that my “ optimism ” 
is not based on ignorance of what happens after the infant 
leaves hospital. 

I read with interest Dr. Smyth’s report of her own two cases, 
and I note that the second was given atropine methyl nitrate 
for only three weeks. She will observe that I continue medica- 
tion for sixteen weeks. The reason for this is that the average 
duration of pyloric stenosis is about sixteen weeks, and if 
medication is stopped before the disease has run its natural 
course the vomiting is likely to return. I believe that, even at 
this late stage, if Dr. Smyth restarts her second son on a full 
course of atropine methyl nitrate his vomiting will cease.— 
I am, etc., 

Tunbridge Wells. 


Psychology in the Child’s Education 

Sir,—An Educational, Scientific, and Cultural Organization 
has been established under the auspices of U.N.O. This off- 
spring of the parent body is likely to exceed it in importance 
and achievement if it can direct and control educational 
curricula throughout the world. The place to plan world 
security is in the class-room. We know from unfortunate 
experience how successfully children can be indoctrinated with 
principles of racial superiority. It should be possible for an 
educational system to inculcate ideas of racial equality with 
tantamount facility. Children are generally curious, impression- 
able, companionable, sympathetic, and unselfish. They want 
to play with their neighbours no matter their status, colour, or 
religion. They behave instinctively, and only tend to develop 
class-consciousness, antagonisms, and prejudices when these are 
fostered by environmental influences. 

No serious attempt has been made to render children fit for 
the responsibility of citizenship. Arithmetic and literature are 
crammed into their fertile minds to the exclusion of elementary 
psychology. How much more harmonious would their lives 


‘ 


S. H. Wappy. 


N. M. Jacosy. 


become if they were taught something about instincts and emo- 
tions. Surely human relationships are worthy of as much 
attention as geographical and historical data. The study of 
human nature has been seriously neglected. Children learn 
something of love, charity, honour, sacrifice, humility, modesty, 
good, and evil from religious instruction, but this should be 
complementary to the teaching of simple psychological mechan- 
isms. They should be taught to appreciate the nature of hate, 
envy, greed, spite, guilt, and temper, so that in later life they 
will be capable of applying elementary psychology to counter 
and control these tendencies in themselves and others. 

It seems to me that too much effort is directed towards the 
winning of prizes and coming out top of the class. Competition 
is a useful stimulus, but as only a few pupils can succeed at the 
expense of many others, the frustration, feelings of inferiority, 
and enmity which these successes engender cause greater harm 
than benefit. Competition in sport also tends to stimulate 
feelings of rivalry and animosity. The desire to excel, either 
in athletics or in scholastics, is more determined by neurotic 
exhibitionism than by worthy self-satisfaction over an achieve- 
ment which is the reward of painstaking effort and training. 
We all admire “the best pupil of the year,’ who frequently 
combines charm and modesty with outstanding scholastic and 
athletic performances. He is no exhibitionist, but capital is 
made out of his achievements, and the emphasis laid on his 
successes inspires exhibitionist urges and compulsions in less 
stable personalities. I maintain that this emphasis is harmful. 
Children should be taught to strive and succeed for the benefits 
to be obtained from knowledge and physical fitness. Unfortu- 
nately their efforts are essentially stimulated by the desire for 
superiority, aggrandizement, and acclamation. 

Failure to educate all children along the right jines may 
well be the ultimate explanation of much parochial, national, 
and international strife. Let them be taught, pari passu with 
academic subjects, to understand themselves, their instincts, re- 
actions, emotions, behaviour, and character. Only in this way 
will they be able to carry enlightenment into the future and 
undermine the fears, suspicions, and resentments which are 
always tending to tear the earth asunder. The most careful 
scrutiny of candidates for the instruction of school-children 
should be carried out. They should be tested for stability, 
character, and aptitude. Neurotic types with rigid traditional 
attitudes and prejudices—whether social, political, or religious— 
should be eliminated. The experience gained in the selection 
of officer candidates during the war should be used and im- 
proved in order to find the most suitable types of teacher. A 
watchful eye should be on the look out for behaviour disorders 
and personality defects in school-children. The advantages to 
be gained from early reference to the appropriate specialist 
cannot be over-emphasized. Children are the citizens, parents, 
and administrators of the future. No effort should be spared 
in their supervision and training.—I am, etc., 


London, W.1. ELLIs STUNGO. 


* Congenital Malaria ” 


Sik,—I have followed the recent correspondence with great 
interest and would like to add these few observations. 

It is not generally realized that the incubation period in 
P. falciparum may be as short as five days. There is some, 
but not conclusive, evidence to suggest that the number of 
sporozoites injected influences the incubation period. For 
example, some recent researches have shown that, in M.T., 
when one million sporozoites are injected fever begins on the 
fifth day and scanty ring forms are present in the peripheral 
blood. Whether this number is ever injected into a patient in 
nature is very doubtful ; to obtain this I used an emulsion of 
dissected salivary glands and the sporozoites were counted 
before being injected. (See Transactions of the Royal Society 
of Tropical Medicine, July, 1945.) Even in patients infected 
in the usual manner by the bites of several heavily infected 
mosquitoes the incubation period is frequently six or seven 
days. Therefore if the incubation period can be as short as 
five to seven days in an adult it is conceivable that it may be 
even shorter in infants. 

From the study of hundreds of primary cases infected with 
M.T. by mosquito bites I have never seen a case where para- 
sites could be demonstrated in the peripheral blood over a 
period of five days before fever developed. Usually fever 
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occurs twenty-four to forty-eight hours before parasites can 
be demonstrated even after a prolonged search of well-stained 
thick films. These observations are with adults only.—I am, etc., 
"Lost ae P. G. SHUTE. 

Sir,—Contributors to your columns on the subject of 
congenital malaria appear to have overlooked the results 
yielded by chance experiments. These would seem to give 
strong support to the existence of such an entity. Cases 
are recorded by Leven (Mschr. Kinderheilk., 1931, 49, 46) 
and Schadow (Miinch. med. Wschr., 1931, 78, 947) where 
children born to syphilitic mothers who were treated with 
experimental malaria therapy were found to have malaria 
parasites in their blood. These cases occurred in areas where 
natural malaria was non-existent, and would appear to show 
conclusively that transmission from mother to child via the 
placenta can occur.—I am, etc., 


Brentford. E. CRONIN. 


Sir,—In this hospital malaria parasites (malignant tertian) 
have been found on several occasions in the blood, of newborn 
infants, taken from the umbilical cord or subcutaneously. 
Recently a primipara was delivered of a live premature child 
(84-months pregnancy) during an attack of malaria. Blood 
smears from the maternal surface of the placenta showed ring- 
form parasites, and subcutaneous blood from the child taken 
within twelve hours of its birth also showed ring-form parasites. 
—I am, etc., 

Mission Hospital, Blantyre, Nyasaland. 


Volvulus of the Small Intestine 


Sir,—Dr. W. G. Kerr and Mr. W. H. Kirkaldy-Willis (May 25, 
p. 799) make this generalization when referring to volvulus of 
the small intestine: “the condition is relatively common in the 
East African native” ; and Sir Heneage Ogilvie (p. 800) makes 
an even wider generalization by referring to “ the proneness of 
the African to volvulus.” 

Now Africa is a vast continent with a population estimated 
in 1944 as 165,348,543 (World Dominion Press, 1945), consist- 
ing probably of many thousands of separate tribes. Many 
of these tribes differ not only very markedly in structure and 
habit but also in the diseases from which they suffer. The 
epidemiological factors producing these differences cannot be 


R. Gwen Dass. 


discussed here except to state that they are very imperfectly’ 


understood and offer a vast field for research. Recently I have 
spent five years in Ruanda-Urundi (East Central Africa) and 
was greatly struck by the difference in the acute abdominal 
conditions occurring in comparatively near-by hospitals. For 
example, during my stay I had 17 cases of subacute idiopathic 
intussusceptions in adults, but did not see one case of volvulus, 
and I heard of a number of other cases of intussusception in 
Ruanda-Urundi but no case of volvulus. In 1940 Dr. Dunlop 
informed me that whereas intussusceptions were extremely rare 
in the Uganda Government Hospital of Masaka—about 200 
miles (320 km.) from us—volvulus of the intestine in women 
was his commonest emergency. About 100 miles (160 km.) 
beyond Masaka is the C.M.S. Hospital of Mengo in Kampala. 
Here, I understand, both intussusception and volvulus are very 
rare, whereas strangulated herniae and acute retention of urine 
due to gonorrhoeal stricture are exceedingly common. In five 
years I saw four cases of strangulated herniae, and only about 
three cases of acute retention, although gonorrhoea was 
common. 

Thus it will be seen, I think, that the statements quoted in 
the first paragraph are far too wide to be of any scientific 
value, and, indeed, are apt to be misleading. In a similar 
manner Sir Heneage’s remark “to... peptic ulceration... 
he seems to be immune” cannot, from our experience in 
Ruanda, be accepted unqualified.—I am, etc., 

Old Hill. T. B. L. BRYAN. 


The Catheter and the Prostate 
Sir,—I note Mr. Winsbury-White’s death rate of 1.05% for 
suprapubic prostatectomy (June 1, p. 849). Surely we must be 
dismayed by his death rate of 11.1% for suprapubic cystostomy 
—that is, if we are to take seriously the expression of mortality 
as a percentage in so small a series of cases.—I am, etc., 
TERENCE McCALL. 


Cambridge. 


“Open Ether ” 


SiR,—May I add to the many comments on the inability 
of newly qualified practitioners to administer “ open ether ” 
anaesthesia ? 

I have only recently qualified in South Africa and arrived in 
England a few months ago;; it is a strict ruling at the Medical 
School of the University of the Witwatersrand that all students 
before qualifying must give at least 20 anaesthetics themselves 
with a qualified anaesthetist standing by, and all of these 
must be “open ether,” usually with ethyl chloride induction. 
Modern machines are available and in use every day ; they are 
demonstrated and students are allowed to assist in their use, 
but the possible nature of one’s work in far-off and primitively 
equipped places has proved, time and again, the value of the 
ability to administer an “open” anaesthetic.—I am, etc., 

Cambridge. D. HAMILTON WALKER. 


Judicial Responsibility of G.M.C. 


Sir,—The most recent pronouncement by the President of 
the General Medical Council on the judicial responsibility of 
that body must give rise to the utmost alarm and despondency. 
In restoring to the Register the name of a practitioner erased 
as a result of a “gross miscarriage of justice,” the President 
affirmed that: (1) If a practitioner neglects to call all material 
and relevant evidence he does so at his peril. (2) If there is 
evidence that is relevant and is not adduced on behalf of the 
practitioner the responsibility of any adverse view by the 
Council must rest with the practitioner. 

Is not this a circumlocution for “It is up to the accused 
to prove himself innocent”? And is not this a novel, alarm- 
ing, and abhorrent view of the responsibility of a judicial body 
to give fair trial and not to assume guilt until guilt is proved 
beyond all reasonable doubt ?—I am, etc., 


Worcester Park. ROBERT V. GOODLIFFE. 


Sir,—Dr. Hennessy’s name has been restored, if somewhat 
tardily, to the Medical Register. This right and proper action 
is doubtless applauded by all, in view of the gross miscarriage 
of justice by which the practitioner was deprived of his means 
of livelihood. One would expect-to read of some fitting expres- 
sion of regret by the President that the General Medical 
Council should have come to such an erroneous conclusion. 
But not one word of this is to be heard. 

It did not take Mr. Justice Charles many minutes to decide 
that the evidence of the woman in the case was a tissue of lies, 
and this he did to a great extent by observing her demeanour in 
the witness-box. The General Medical Council, on the other 
hand, swallowed her story, and I doubt if they would have 
altered their opinion had this “additional evidence” been 
placed before them at the time. Only one excuse can be offered 
on their behalf. A judge is trained to detect the false from 


the true. He is a good psychologist. They are only doctors. 
—TI am, etc., 
Gillingham, G. E. ELtis. 


Colonial Medical Service 


Sir,—There have been for some time such evident signs of 
dissatisfaction among new members of the Colonial Medical 
Service (West African) that I think it would help those who 
contemplate joining it if one with some experience set out some 
of the conditions to be met in at any rate one West African 
Protectorate. This letter is not intended to deter men from 
joining, as there never was a greater need for men of the right 
stamp, but it is fair to them that they should in some small 
measure be acquainted in advance with what they are likely 
to encounter. They can then better make their choice and at 
any rate enter with their eyes partly open. The prospective 
medical officer should know that: 

1. He will probably not find much private practice. It may be 
said at once that if a medical officer does his Government work 
conscientiously he will not have time for private practice. 

2. He will probably not find adequate facilities for indulging in 
a specialty such as surgery (or any special branch of it), research, 
etc. Working conditions are far more primitive than he is likely to 
visualize. It should, however, be pointed out that a ‘“* specialist ’* 
medical officer is not wanted in Protectorate work. The Protector- 
ate medical officer must be a man of parts and able to tackle 
adequately problems connected with almost any branch of his 
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profession. A man who “really only does surgery ” is of small use 
to, for example, a district administrative officer. If he is of a 
specialist turn of mind he should know that the number of specialist 
posts are now extremely few. He must not expect to be spoon-fed 
in a Protectorate hospital, and if he does surgery, for instance, must 
be prepared to supervise the preparation of instruments, etc., him- 
self, as the African staff are quite inadequately trained for this sort 
of work. If he trains his staff himself and renders a good report 
on them, he must be prepared to have them seized by head office 
and to start all over again. . 

3. He must expect some 33% or more of his time (better spent in 
improving his medical knowledge) to be taken up with office work. 
He will have to draft all correspondence himself, ‘‘ carefully scrutin- 
ize’ (a favourite head office injunction) all returns, requisitions, 
pay vouchers, expenditure, etc.—in fact, everything. He will have 
plenty of reports to furnish. Inspecting and checking Government 
property, unexpendable and expendable, is also an important part 
of his duties. In the end he will wonder what on earth the African 
staff are paid for. It must be borne in mind, too, that his own 
department is by no means the only one with which he has to 
correspond. If the Service is to be what it is claimed to be—viz., 
a medical service—the amount of office work must be reduced 
instead of, as it is, being increased. 

4. If he is worldly wise he will concentrate rather on efficiency in 
office than in clinical work, for in the former lies the road to 
preferment. If he is still wiser he will qualify to join the Health 
Department, for to them fall the plums of office. The assumption 
of superiority by the Health Department has long been a source 
of wonder and irritation to the clinical medical officer, not eased 
by the reflection that he does half their work for them in addition 
to his own. The medical officer could bear the inequity (and 
iniquity) with composure if he could look forward to some com- 
pensation in clinical work within a reasonable period. This 
inequality must cease. 

5. He must realize that the life is more favourable for a bachelor, 
and must contemplate the possibility of a wife being unable or 
unwilling to put up with the climate or social conditions. In any 
case he will be separated from his wife and family for a large part 
of his career, with the consequent additional expense. 

6. He must expect to lead a somewhat nomadic life for his first 
two or three tours. He will probably (especially during the present 
shortage of medical officers) be moved, to his intense annoyance, 
several times in a tour, and at short notice, and see much of his 
endeavours rendered apparently nugatory and his domestic life dis- 
arranged. If he has a car, he may not be able to use it in his next 
post. But he must realize that it is only fair that the claims of 
senior officers, who have already been through it themselves, should 
be recognized, and that his own time will come. 


The above may not be a first-class advertisement for the 
Colonial Medical Service. Nevertheless colonial life has a 
lot to recommend it in these days of over-civilization. ‘There 
is still, even in 1946, much pioneer work to be done by men 
of initiative (if allowed to exercise it), and the work is inter- 
esting and not at all monotonous taken as a whole, and the 
large amount of outdoor life should appeal to many. The 
prospective medical officer must realize that the Service cannot 
benefit by all the promising men leaving if everything does not 
suit them personally. It is such men who are needed badly 
to stay and pull the Service through, but the Government must 
see that they get all reasonable help. In addition I have 
always found the Government in personal matters a good and 
reasonable employer. 

Finally, let me put in a last plea for better recognition and 
better working conditions for the ordinary medical officer. He 
is the most important man in the department and, so far as 
the Protectorate public are concerned, the only man, and he it 
is who exercises from the medical or sanitary point of view 
the only real influence in their lives.—I am, etc., 


“* ANOTHER WEST COoasT.” 


Nasal Septal Deformities in Identical Twins 


Sir.—The account of nasal septal deformities in a pair of 
identical twins by Dr. T. O. Howie (May 19, p. 760) was of 
especial interest to me as only a few weeks before I had had 
the opportunity of making similar observations. The patients, 
identical twin boys aged 13 years, were referred to me because 
of recurrent severe epistaxis. I quote from my records of the 
cases as follows: 

A. B. Nose.—Slight septal deflection to the left. Hypertrophy 
of middle and inferior turbinates on the right side. Usual varicose 
area on both sides of septum anteriorly—more marked on the left. 


G. B. Nose.—Deflected septum to the left. Hypertrophy of 
middle and inferior turbinates on the right side. Degree of impair- 
ment of airway on left side. Usual varicose area anteriorly on left 
side of septum only. 


It is evident that, although the intranasal anatomy was not 
absolutely identical in the twin patients, it showed clear evidence 
of a similar plan of development. This is not surprising, as 
perhaps the most striking characteristic about monozygotic twins 
is the facial resemblance, which of course depends largely on 
the similar development of the paranasal sinuses and related 
structures in both. The voices are usually indistinguishable 
for the same reason. 

These patients were also examined by a. physician (Dr. 
Gaisford), and he reported that they both had a similar con- 
genital cardiac defect, a further instance of identical develop- 
ment.—I am, etc., 

Birmingham. W. Oaitvy REID. 


D.D.T. Pancakes 


Sik,—Your annotation (March 16, p. 398) does not contain 
a record of any human adult ingesting D.D.T. One of my 
fellow officers has consumed, as the result of a bet, half a dozen 
pancakes made of D.D.T. powder instead of flour. He was 
witnessed by the whole of his mess and enjoyed his meal greatly, 
without any untoward effects——I am, etc., 


B.A.O.R. THERESA LAZAR. 








Obituary 








W. McADAM ECCLES, M.S., F.R.C:S. 
Surg. Lieut. J. B. GURNEY SmiTH, R.N.V.R., writes: 


May I pay tribute to a very fine man. Of all Mr. Eccles’s great 
qualities, I feel that his deep-seated interest in the welfare of students 
in general and of Bart’s students in particular and his devotion to 
medical missionary work were outstanding. These were recognized 
in his chairmanship of the Student Committee of the B.M.A. and 
his prominent place on the boards of direction of numerous 
Christian medical bodies. Of the latter, the Medical Prayer Union, 
which seeks to stimulate missionary fervour among doctors, was 
very dear to him. He used regularly to preside at its annual peace- 
time missionary breakfast held at University College, Gower Street. 
He was always the ideal chairman in making everyone feel perfectly 
at ease. I am sure that all past and present members of the 
St. Bartholomew’s Hospital Christian Union will salute his memory, 
as he was one of the Union’s readiest supporters and often took 
the chair at the annual gathering for freshmen held in the College 
library. His enthusiasm for all pertaining to Bart’s was self-evident, 
and his absence from the recent celebrations, which he did so much 
to organize, must have distressed him not a little. His smile and 
friendly greetings and gracious manner will remain as indelible 
memories. Truly, a great son of Bart’s and a fine Christian gentle- 
man has gone, “the fever of life over and his work done.” Hé 
has left to all who loved him the shining example of a medical life 
fired by the highest Christian ideals. 


We regret to announce the death on May 27 at Brighton of 
Dr. DUNCAN DAVIDSON MACKINTOSH of Worthing, who went to 
practise there after the end of the 1914-18 war. He was born 
at Aboyne, in Aberdeenshire, on March 16, 1871, son of William 
Mackintosh, and from Aberdeen Grammar School went to the 
university of that city. in 1888, graduating M.B., C.M. with 
honours in 1892. He then served as house-physician and house- 
surgeon at the Aberdeen Royal Infirmary and as medical officer 
to the Deeside District Isolation Hospital at Aboyne, where he 
practised for many years. In 1916-19 he was resident medical 
officer at the Ist London Territorial General Hospital after 
serving on the staff of the Endsleigh Palace Hospital for officers. 
Dr. Mackintosh joined the B.M.A. in 1894, was honorary secre- 
tary of the Chichester and Worthing Division 1924-32, and 
represented it at six Annual Meetings. He was elected president 
of the Sussex Branch in 1936. He leaves a widow, and a 
daughter who married Mr. Derek Curtis-Bennett, K.C. 


Dr. CoNwy LLEWELLYN MorGAN, who died on May 28 at 
Fairlight, near Hastings, had been chairman of the Hastings 
Division of the B.M.A. in 1924-5, and thereafter represented 
the Division at five Annual Meetings. Born in South Africa at 
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Rondebosch on Aug. 6, 1881, son of Conwy Lloyd Morgan, 
LL.D., F.R.S., he had his education in England at Clifton 
College and University College, Bristol, and took his clinical 
course at St. Thomas’s Hospital. He graduated M.B., B.S.Lond. 
in 1905, and after holding a resident post at St. Thomas’s and 
that of clinical asistant at Great Ormond Street Children’s 
Hospital he proceeded M.D. in 1908. Settling in practice at 
Hastings, Dr. Morgan was for a time assistant physician to the 
Royal East Sussex Hospital. 


There has passed away recently in Middlesbrough Dr. 
GeorGE SANDys BeLas. Until his illness he was senior 
surgeon to the North Riding Infirmary and chairman of the 
medical staff. The first half of his professional life was spent 
in general practice, the second half as consultant surgeon with 
specialization in genito-urinary surgery. In this latter capacity 
he was appointed consultant to the E.M.S. Hospital, Hemlington. 
His services to the St. John Ambulance Assnaliian were recog- 
nized some years ago by his receiving the honour of Com- 
mander of the Order of St. John of Jerusalem. He represented 
the Cleveland Division of the B.M.A. at the Annual Repre- 
sentative Meeting held at Dublin in 1933 and was chairman of 
the Division in 1933-4. Belas received his medical education at 
Trinity College, Dublin, and qualified in 1909. He had many 
of the best characteristics of the Irishman—good nature, high 
spirits, and a large degree of the sporting spirit. He excelled 
at sport himself, having as a student represented the Irish 
universities in the quarter-mile. He held an enviable position 
in the affections of his fellow practitioners and was very 
popular with the public, while at the same time maintaining 
a personal dignity that supported his position as a medical 
man. He leaves a widow and three sons, one of whom has 
recently taken his degree of M.B. 


We regret to announce the death of Dr. AUBREY DALLAS 
PercivaAL Hopces, C.M.G., late lieut.-colonel in the Uganda 
Medical Corps, who was principal medical officer of the 
Uganda Protectorate, 1908-18. Son of Dr. H. B. Hodges of 
Watton, Herts, he was born in 1861 and was educated at Epsom 
College and the London Hospital, where he held three resident 
posts, and then became assistant R.M.O. at the South-East Fever 
Hospital, New Cross. He had graduated M.B.Lond. in 1890 
and M.D. two years later. During his service in East Africa 
Dr. Hodges was for a time medical officer in charge of an 
extended investigation into trypanosomiasis and was A.D.M.S. 
for Uganda in the war of 1914-18. A colleague writes : Apart 
from his skill as a doctor and administrator of his department, 
he was a scientist and naturalist of no mean order, and his 
research into the habits and life history of the tsetse fly did 
much to solve the problem of dealing with the fly and the 
control of sleeping sickness in early days. He will also be 
remembered for his hospitality and the genial atmosphere he 
created wherever he was. 


Major CoLin CAMPION, R.A.M.C., who died recently at sea 
after a short iltness while on a troopship, was the son of 
Mr. Ernest Campion, of Isleworth, Middlesex. While a student 
at St. Bartholomew’s Hospital he won a junior scholarship in 
chemistry, physics, and biology, and junior and senior scholar- 
ships in anatomy, physiology, and chemistry, and also the 
Herbert Paterson gold medal in biochemistry. He graduated 
M.B., B.S.Lond. with honours in 1943, and had been house- 
surgeon at Bart’s and resident medical officer at the Hampstead 
General and North-West London Hospital before taking a 





The Services 








Surg. Lieut. J. G. Reed, M.R.N.V.R., has been appointed M.B.E. 
(Military Division) for outstanding services while a prisoner of war 
in the.Far East. 

Surg. Lieut.-Cmdr. J. A. Page and Surg. Lieut. J. P. Corcoran, 
R.N., and Temp. Surg. Lieut.-Cmdr.’A. P. Curtin, R.N.V.R., have 
been mentioned in dispatches for good services while prisoners of 
war in the Far East. 

Majors (Temp.) H. M. S. G. Beadnell and C. W. Maisey, 
R.A.M.C., have been mentioned in dispatches in recognition of 
gallant and distinguished services in Java in 1942. 

Capt. I. Shragovitch, R.C.A.M.C., has been mentioned in dispatches 
in recognition of gallant and distinguished services in Italy. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed in road accident in Middle East.—Capt. Edmund Timothy 
Gurney Meade-Waldo, R.A.M.C. 





Universities and Colleges 





UNIVERSITY OF CAMBRIDGE 


The Senate, on the recommendation of the Council, has resolved to 
confer the degree of Doctor of Science, honoris causa, on Sir Henry 
Tizard, F.R.S., President of Magdalen College, Oxford; Mr. C. J. 
Mackenzie, president of the National Research Council of Canada: 
Dr. C. H. Best, F.R.S., professor of physiology and director of 
the Banting-Best Department of Medical Research in the University 
of Toronto; B. F. J. Schonland, Ph.D., F.R.S., president of the 
Council of Scientific and Industrial Research of South Africa; and 
Dr. F. M. Burnet, F.R.S., director of the Walier and Eliza Hall 
Institute for Medical Research, Melbourne; also to admit J. N. 
Mills, D.M.Oxon, Fellow and lecturer of Jesus College, to the degree 
of Doctor of Medicine by incorporation. 

During May titles of the degrees M.B., B.Chir. were conferred by 
diploma on G. C. Thompson, of Newnham College. 


UNIVERSITY OF LONDON 


The report of the Principal on the work of the University during 
the year 1945-6 is dated May 2. Among many matters of interest 
it recalls the innovation by which the Treasury grant for the current 
academic year to the University Grants Committee was £500,000 for 
transmission to teaching hospitals. So far less than half this sum 
has been allocated, on the basis of the clinicai entry to medical 
schools in 1944-5, and London University’s share was a little over 
£94,000. Several grants for teaching and research purposes were 
received, including financial support from the Wellcome Trustees to 
institute a part-time chair of tropical medicine, tenable at the London 
School of Hygiene and Tropical Medicine. The Medical Research 
Council has made a grant for the establishment of a chair of human 
nutrition, also tenable at that School, to which Dr. R. S. Platt has 
been appointed. Newly appointed deans of undergraduate medical 
schools include Dr. C. F. Harris at St. Bartholomew’s, Dr. E. R. 
Boland at Guy’s, Dr. D. H. Brinton at St. Mary’s, and Dr. K. Lloyd 
Williams at the London School of Medicine for Women. “ Finally, 
we welcome Sir Francis Fraser as the first director of the British 
Postgraduate Medical Federation. Under his guidance will be built 
up an organization which will co-ordinate. and develop all the 
general and specialized facilities for postgraduate medical education 
in London.” During the academic year the title of reader in 
pharmacology was conferred on Dr. H. O. Schild. Dr. John 
Yudkin was appointed to the chair of physiology at King’s College 
of Household and Social Science, and the title of reader in human 
nutrition was conferred on Dr. Gladys Hartwell. Dr. J. N. Davidson 
was appointed to the chair of biochemistry at St. Thomas’s Hospital 
Medical School. At University College Hospital Medical Schoo! 
Prof. Wilson Smith has been appointed to the chair of bacteriology 
and Dr. Walter Fruedenthal to the readership in dermatological 
histology. At the College of the Pharmaceutical Society Dr. G. A. H. 
Buttle was appointed to the chair of pharmacology; at the Royal 
Cancer Hospital Prof. E. L. Kennaway is retiring from the chair of 
experimental pathology and will be succeeded by Dr. Alexander 
Haddow. The title of professor emeritus was conferred on Dr. G. W. 
de P. Nicholson, who held the chair of morbid anatomy at Guy’s 
Hospital Medical School from 1922 to 1944. In his report for 
1944-5 the Principal referred to the special committee set up under 
the chairmanship of Sir Henry Dale to confer with the undergraduate 
medical schools on the question of the admission of women students. 
He now writes: “‘ That committee has now completed its work, and 
I am glad to be able to report that all the medical schools con- 
cerned have signified their willingness to accept women students, and 
the London School of Medicine for Women has agreed to accept 
men students.” 


The following have been recognized as teachers of the University 
in the subjects indicated in parentheses: 

St. Thomas’s Hospital Medical School: Dr. R. W. John (Morbid Anatomy 
and Histology); Dr. F. T. G. Prunty (Chemical Pathology); Dr. J. L. Pinniger 
(Clinical Pathology—probationary). St. George’s Hospital Medical School : 
Mr. G. J. O. Bridgeman (Ophthalmology); Drs. George Edwards and E. F. 
Johnson (Anaesthetics): Mr. Wylie McKissock (Surgery). Middlesex Hospital 
Medical School: Dr. A. E. W. Idris (Anaesthetics). University College Hospital 
Medical School : Dr. H. N. Webber (Anaesthetics). Lister Institute of Preventive 
Medicine : Dr. D. McClean (Pathology). Maudsley Hospital: Drs. L. Minski 
and A. B. Stokes (Psychiatry). Pharmaceutical Society College: Dr. Marthe 
Vogt (Physiology). Royal Veterinary College: Drs. H. F. Rosenberg and O. G. 
Edholm (Physiology). 

Candidates for the M.B., B.S. who passed the second examination 
for medical degrees in or after March, 1945, will be required to have 
attended not less than 30 months’ course before entry for Part I and 
not less than 36 months’ course before entry for Parts II and II of 
the M.B., B.S. examination. Arrangements relating to pharmacology 
at the second examination for medical degrees, under which pharma- 
cology is a separate subject in which candidates may be referred, 
and an additional examination in pharmacology only is held in 





ih 


934 JuNE 15, 1946 


HEALTH SERVICE BILL IN COMMITTEE 


BriTIsH 
MEDICAL JOURNAL 





September, was approved “as a war measure.” They will be con- 
tinued for the present, but the matter is to be further considered in 
October. Additional examinations for the Academic Postgraduate 
Diploma in Medical Radiology will be held in the session 1946-7 for 
students who attend the course for the diploma which began in April. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council, held on May 25, with the President, 
Mr. Eardley Holland, in the chair, the following were formally 
admitted to the Fellowship: 

A. C. H. Bell, J. L. Cameron, Mabel F. Potter, D. M. Stern. 
in absentia: E. Keelan, N. W. Philpott. 

The following were formally admitted to the Membership: 

Constance L. Beynon, E. W. C. Buckell, W. Calvert, R. G. Cross, 
G. Dalley, Perla Greeves, Emilie E. Guthmann, W. P. Hirsch, 
W. Kearney, A. H. C. Walker, Margaret Weddell. In absentia: 
S. N. Garde. 

The Council acknowledged with grateful thanks a gift of £1,000 
from Sir Wiiliam Fletcher Shaw to found a lectureship in memory 
of his son Wiiliam Meredith Fletcher Shaw, who fell in Normandy 
in 1944, to be awarded annually to a senior Fellow of the College. 

At the annual general meeting of the College, held on May 25, 
with the President, Mr. Eardley Holland, in the chair, the following 
were elected to Council in place of those retiring by statutory rota- 
tion: Representative of the Fellows: R. H. M. Corbet, A. A. 
Gemmell, A. J. McNair, E. Farquhar Murray. Representative of 
the Members: B. L. Jeaffreson, J. S. Quin. Prof. Hilda Lloyd and 
Mr. L. C. Rivett were co-opted to the Council for special purposes. 








Medical Notes in Parliament 








HEALTH SERVICE BILL 


Towards the end of the discussion in Committee on May 30 
Mr. Key, in reply to a number of questions, said that the 
Minister intended that there should be a standing advisory 
committee on hospital services and that the position of Wales 
as a region and the relationship of North and South Wales were 
matters for consultation when regional areas were set up. 
Clause 11 as amended was orderéd to stand part of the Bill. 


FUNCTIONS OF BOARDS AND MANAGEMENT COMMITTEES 


On Clause 12 Mr. Key moved to insert words making clear 
that the Minister was not required to carry out his duties, in 
providing hospital and specialist services, exclusively through 
the Regional Boards, but might provide those services direct. 
The amendment was accepted. 

Mr. Law asked the Committee to delete the reference to 
“directions given by the Minister” in the provision that 
the Regional Board must administer the hospital and specialist 
services in the area “in accordance with regulations and such 
directions as may be given by the Minister.” These words, he 
said, were objectionable both in this instance and whenever 
they occurred, which they did frequently. A peculiar character 
of the Bill was the Minister’s wide powers, which he could 
exercise without responsibility to Parliament or to anyone. 
The Minister could claim freedom of action, but it should be 
subject to the approval of Parliament. Mr. Key said that in 
the administrative work there might be occasions when it would 
be necessary to give directions to Regional Boards outside the 
regulations. Parliament could always call the Minister to book 
about these directions. 

After further debate Mr. Law’s amendment was rejected by 
22 to 14 and the Committee adjourned. 

On June 4 proceedings began with an amendment, moved by 
Mr. Lipson, to vary the wording of Clause 12, subsection 1 of 
which defines the duties of a Regional Board and subsection 2 
authorizes the Management Committee to exercise such func- 
tions of the Board as might be prescribed. He proposed first 
that the Board should appoint such officers as were necessary ; 
and, secondly, to omit the provision that the Board should 
maintain premises associated with any hospital other than the 
teaching hospital and could acquire and maintain equipment, 
furniture, and other movable property. His amendment pro- 
vided for transfer of these powers to the Management Com- 
mittee in accordance with regulations and directions given by 
the Minister. He also proposed that the Management Com- 
mittee should appoint officers required to be employed at or 
for the purposes of the hospital, except specialists, and should 
appoint for each hospital in a group a house committee to 
which could be delegated any of the Management Committee’s 
functions for each hospital. Mr. Lipson said the amendment 
was not intended to weaken the status and authority of the 


Regional Board because it gave the Board power to appoint 
its own secretariat. He could not discover in the Bill who 
was to appoint officers of the Regional Board, but prestige and 
influence would be added: to the Board if it had power to 
appoint its officers. If the Management Committees were to 
represent local knowledge and local influence they must have 
powers equal to their responsibilities. 

Mr. WILLINK said Mr. Bevan liad moved a little in the direc- 
tion of giving real responsibility to those who were responsible 
for the day-to-day work of hospital groups by promising to 
introduce amendments which would make the Management 
Committees into legal “ persons” capable of receiving legacies 
and gifts. To maintain local responsibility and feeling the 
amendment proposed to remove from the Regional Board the 
functions of appointing officers—nurses, stokers, etc.—to be 
employed at any hospital in the region. A nurse would be 
more attracted to be one of the staff of a great hospital group 
rather than become one of thousands of officers of, say, the 
North-West Regional Board. He asked Mr. Bevan whether 
the Bill intended that the Regional Board was to appoint all 
officers, or did it merely provide that the Board had a duty 
to appoint such officers as were not otherwise appointed ? 
Would it be the duty‘of the London Regional Board to appoint 
all the officers required at, say, the Hospital of St. John and 
St. Elizabeth? The chairman of the Nuffield Provincial 
Hospitals Trust had expressed the view that in hospital manage- 
ment every person in the hospital should be in contract with, 
and be an officer of, the Management Committee, with the 
exception of the specialist. The Minister should provide for 
house committees in the Bill, as proposed in the amendment 
and as he had included in the White Paper. 

Dr. CLITHEROW said he had sat on a voluntary hospital 
board when a matron was appointed by the Board in face of 
opposition from the medical men. In six months the lay 
committee was shown to have been wrong. That would not 
arise under a Regional Board. Mr. SOMERVILLE HASTINGS said 
the Committee must not forget the danger of another voluntary 
hospital system growing up within the administration of the 
Regional Boards. If the Management Committees were to 
have the best people working with them they must have 
powers to make quick decisions and to experiment, but he 
saw danger in their appointing any but the junior staff. He 
was chairman of the staff subcommittee of the Hospitals and 
Medical Services Committee of the L.C.C. When a senior 
appointment was made at any L.C.C. hospital the subcommittee 
invited the opinion of the chairman of the hospital. In nine 
cases out of ten the recommendation was for an individual who 
had been at that hospital. This also applied to voluntary 
hospitals. He himself was an example of that danger, because 
he had never left the hospital at which he was a medical 
student. 


AVOIDING “* EXISTING ANARCHY ” 


Mr. BEvAN said those who complained of the dangers of a 
rigid health service were those who moved amendments putting 
the service into the strait-jacket of a Statute. The Com- 
mittee was starting something experimental which might require 
modification from time to time, and this would be impossible 
if every time modification was wanted the Ministry found it 
was kicking its shins against words in the Bill. The Committee 
was organizing a service, not defining a statutory contractual 


relationship. He sympathized with the purposes of the amend- . 


ment, and the schemes would not be approved unless there 
was considerable devolution of responsibility to the Manage- 
ment Committees. Domestic and junior staffs would be 
appointed by the Management Committees but would be in 
contract with the Regional Boards. It would not be right for 
Management Committees to use their powers to have differential 
incomes for workers doing the same work in hospitals in the 
same region. That would re-create the existing anarchy in 
the hospital service. One of the reasons local hospitals were 
not as good as they ought to be was that they were too much 
under local influence and too little under the influence of the 
medical schools. Greater mobility within the service would 
be achieved if officers were in contract with the Regional 
Board and not the Management Committees. At present 
medical workers and hospital staffs were enchained by their 
particular institutions. He had met several deputations of 
workers, who complained that their possibilities of promotion 
were almost negligible because they were limited to the institu- 
tions in which they now worked. 

Sir H. Morris-JonEs said that under Mr. Bevan’s proposal 
general practitioners would function under two bodies. On 
the one hand the executive committees would be their 
employers, and on the other hand they would be appointed to 
the hospitals by the Regional Boards. That was an anomaly. 
Mr. MEsseER said he understood responsibility being delegated 
to select up to a certain standard of staff, but after that there 
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must be a selection body, such as existed in some big counties, 
which would ensure a certain standard of medical staff, 
composed of members of the medical profession. It was 
essential that nurses should be identified with a particular 
hospital. : 

Mr. BEvAN replied that Mr. Lipson was harbouring an 
unjustifiable fear; “it would be stupid for the Minister to 
appoint the officers of the Regional Boards ; how would it be 
possible for the Boards to function properly if they were 
puppets of the Minister?” Mr. Messer had described 
admirably what would happen in practice. Certain ranks of 
staff would be appointed by the Management Committees with 
no reference to the Regional Board. For staff higher up the 
Management Committees would make recommendations to the 
Regional Boards, which the latter would usually accept. The 
amendment was defeated by 27 to 14. ; 

Mr. PirATIN moved to add to the powers of the Regional 
Boards the duty to provide for the training of all types of 
health workers, other than doctors. Mr. BEVAN said it would 
be an obligation on the Regional Boards to train such health 
workers as were not trained by other institutions. Mr. Piratin 
withdrew his amendment. 

Mr. RANKIN moved to add a proviso that the M.O.H. should 
act as epidemic officer for the area under the Regional Board. 
Mr. BEVAN Said the hospital service would be at the disposal 
of the local authority for all its purposes and therefore there 
was no need to appoint an epidemic officer in an area. The 
amendment was withdrawn. 


STAFF COMMITTEES DEFINED 


In subsection 2 Mr. SOMERVILLE HASTINGS proposed a change 
of words to provide that hospitals which were attached to the 
Regional Board need not be in the same region. If the 
Minister decided that the L.C.C. should be a region, none of 
its mental hospitals would be in the county. Mr. BEVAN 
said the amendment was unnecessary, because a Regional Board 
was a congeries of hospitals and it would be possible for the 
geographical area of London to reach out and take in any 
hospital necessary for its purposes. He was not prepared to 
give an assurance that the L.C.C. area would be a region. 
In one area there might be a considerable number of fever 
hospitals or of mental hospitals and in another area very few. 
There might be two Regional Boards astride these two areas. 
The word “area” included the power for a Regional Board 
not possessing a particular institution to take in such other 
hospitals as were necessary to complete its services. The 
amendment was withdrawn. 

Dr. MORGAN moved an amendment to make a statutory pro- 
vision that for every hospital under a Management Committee 
a medical staff committee should be appointed to work in con- 
junction with the management. Dr. STEPHEN TAYLOR asked 
the Minister to consider having medical and other health staff 
committees. Mr. BevAN replied that if the Bill said there 
should be a particular staff committee the implication would 
be that there were to be no other staff committees, or that one 
staff committee had a higher status than others.. It was intended 
to have staff committees of all the health workers in hospitals. 
He hoped the Committee would not regard medical workers 
as different from other workers. Dr. Morgan accepted the 
assurance and withdrew his amendment. 

On the motion that Clause 12 stand part of the Bill 
Mr. LinsTEAD said that Clause 41 contemplated that all officers 
employed for providing hospital and specialist services should 
be officers of the Regional Board. It was also contemplated 
that local authorities when they provided health centres should 
not themselves employ the medical staff. Clearly the executive 
council were not to employ the specialists at the health centres. 
Ought not some provision to be made whereby specialists at 
health centres were declared to be on the regional staff and 
not on a local authority staff or an executive council staff? 

Mr. PiraTIN asked for an assurance about the Regional 
Board’s planning responsibilities. Clause 12 limited the respon- 
sibility of Regional Boards and Management Committees to 
administration. The explanatory memorandum. said each 
Regional Board “in collaboration with the Minister and 
with the teaching hospitals would plan, and execute the plan 
for, a co-ordinated hospital and specialist service for its 
region.” He found no reference to this in the Bill. 


THE MINISTER’S “ DIRECTIONS ” 


Mr. WILLINK said there now stood in Clause 12 three pro- 
visions for directions which could be given by the Minister : 
directions to the Regional Board in general terms; to the 
Management Committee by the Minister or the Regional 
Board; and to the board of governors of every teaching 
hospital. During the war medical “ directives ” were issued in 


connexion with the E.M.S., but he believed that in the Clause 


the true meaning of the word “ directions” was in the admin- 
istrative sense, and anxiety would be relieved if the Minister 
gave an assurance that he -vas not taking powers to give 
directions of a purely medical character to his medical officers. 
Dr. MorGan added that during the war directions or guidance 
sheets about dosage and things of that sort had been issued to 
hospitals.. In the E.M.S. that was only done subject to the 
discretion of the medical officer in charge of the case; it had 
never been regarded as compulsory that the medical officer 
must be guided by the direction. 

Mr. BEVAN said that specialists employed at a clinic would 
be in contract with the Regional Board except in so far as 
they would be employed by the local health authority under 
Clause 61. He could give no assurance that medical officers 
of health would be put in any special relationship with the 
health service ; they would carry on their responsibilities as at 
present except as these were modified by the provisions of the 
Bill. There would be no difficulty about the medical officer 
getting from the hospital system the services he required; 
because these services were at the patient’s disposal. He 
(Mr. Bevan) had already stated specifically that he wanted 
Regional Boards appointed soon so that they might set about 
planning. With regard to directions, the intention was that 
they should be administrative and not medical. The Minister 
would not accept the odium of giving directives about any 
particular form of therapy. That was a matter for the pro- 
fessional man without any interference, directions, instructions, 
or prohibition. 

Clause 12 was ordered to stand part of the Bill, as was 
Clause 13 on the legal status of Boards and Management 
Committees. 

MACHINERY FOR APPEALS 


On Clause 14, which deals with conditions of service and 
appointment of officers, Mr. LINSTEAD moved to add a sub- 
section to provide machinery for dealing with dismissals or 
with complaints made against officers or doctors employed by 
Regional Boards and to provide for appeals against such dis- 
missals. He said the medical profession were apprehensive 
about their position when a large number of them had become, 
in effect, State servants. If they became liable to be “ shot at” 
by patients there ought to be clear machinery which would 
satisfy doctors that, in the event of complaints or dismissal 
by a Board, they would be able to appeal and have opportunity 
to state their case. Mr. BEVAN said there was provision for 
dealing with the dismissal of general practitioners and there 
would be a special tribunal for dentists. He doubted whether 
it was necessary to have a tribunal for specialists, because they 
were under a different kind of contract and he doubted whether 
they would desire it. If it was found on investigation that a 
specialist had been guilty of misconduct in a_ professional 
matter there would be the professional tribunal to deal with it. 

Mr. Linstead withdrew his amendment and Clause 14 was 
added to the Bill. Clause 15 was also added to the Bill with- 
out discussion. 

On Clause 16, which gives the Minister power to aid research, 
an amendment from Col. Stoddart-Scott was accepted to add 
“causation” of illness or mental defectiveness to the subjects 
of research which the Minister may conduct or assist. The 
Clause as amended was ordered to stand part of the Bill, as was 
Clause 17 providing bacteriological service. On Clause 18 
Mr. BEVAN said the Ministry proposed to set up a standing 
advisory committee on which blood donor organizations would 
be represented for continuous consultations. This was not a 
private enterprise carried on for profit. 

Further consideration of the Bill was then adjourned. 


On June 5 the Committee discussed Clause 19 and accepted 
a drafting amendment proposed by Mr. Key to secure that 
local authorities could be formed into joint authorities for the 
purpose of carrying out health functions other than those men- 
tioned in the Bill, such as those connected with the Lunacy and 
Mental Treatments Acts and the Mental Deficiency Acts. 


POWERS OF THE L.C.C. 


In the same Clause Mr. WILLINK moved an amendment to 
re-define the application of the Clause to the administrative 
county of London. He said the main purpose of the amend- 
ment was to provide for a division of functions between the 
L.C.C., the Common Council of the City of London, and the 
councils of the 27 metropolitan boroughs and the city of 
Westminster. The change which Mr. Bevan proposed to make 
in administration of health services in London went far towards 
destroying local government in London. In the Clause 
maternity and child welfare work, the work of health visitors, 
and the new functions with regard to home nursing would all 
go to the enormously overburdened L.C.C., consisting of 120 
elected councillors. The amendment suggested that health 
services could all be functions of the L.C.C., but that the 
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administration of those which were of a particularly personal 
kind should be delegated by statute to the 29 authorities which 
he had mentioned. The Minister had come to an unfortunate 
decision to nationalize all hospitals, including L.C.C. hospitals. 
Mr. Willink suspected that the L.C.C. had received additional 
functions as a quid pro quo for losing the hospitals. He 
contended that healthy government in London could be re- 
stored only by increasing the local patriotism of the old com- 
munities which made up the metropolis. , 

Mr. Key said Mr. Willink’s speech had not been directed to 
the problem which the Committee had in hand. Medical 
inspection and care of school-children rested with the educa- 
tion authority—which was the L.C.C. The Government scheme 
-brought maternity and child welfare care in with that service, 
and by giving it to the same authority would lead to greater 
efficiency. Mr. Willink’s scheme would divorce the maternit 
and child-welfare service from the midwifery service, whic 
was to be maintained and provided by the L.C.C. By making 
the L.C.C. the authority for the health services that were being 
provided, London would secure services of a proper standard 
despite the rating poverty of particular areas; it was in the 
interests of the health of the people of Poplar, Shoreditch, and 
Bethnal Green. 

Mr. BEVAN said the amendment asked the L.C.C. to consider 
functions in relation to the metropolitan boroughs without 
considering its obligation to ali. the population which was 
contiguous. The population of London was undergoing a big 
redistribution, which must affect the functions of the L.C.C. 
and the metropolitan boroughs. Once the Ministry admitted 
that London metropolitan boroughs ought to be health authori- 
ties under the Bill it would create an argument of a similar 
kind for non-county boroughs in other parts of the country. 
He agreed that the L.C.C., if it attempted to carry out its 
functions under the Bill without co-operation from area com- 
mittees and metropolitan boroughs, would soon become over- 
centralized. The L.C.C. would arrange a scheme by which 
there would be area committees in London on which the metro- 
politan boroughs would be represented for the purpose of 
carrying out certain functions, but these committees would not 
have delegated powers. They would have agreed responsibilities. 

After further discussion the amendment was defeated by 23 
to 17, and the Clause was added to the Bill. 


PUBLICITY FOR LOCAL PROPOSALS 


On Clause 20 Mr. LINSTEAD moved an amendment to ensure 
publicity in the press for the proposals relating to health 
services which health authorities must send to the Minister. 
Mr. BEVAN believed that insistence on the admission of the 
Press into meetings would serve better. The amendment was 
rejected by 24 to 14. Mr. Linstead withdrew an amendment 
which suggested that the local health authority should also 
submit its proposals to the minor local government authorities 
within its area. Clause 20 was then added to the Bill. 


HEALTH CENTRES 


On Clause 21 Mr. BEvAN moved the adjournment after 
Mr. Willink had opened a discussion upon amendments 
designed to provide that in every case the local health avthority 
should make representations as to the desirability of the provi- 
sion of health centres, and that the Minister should consider 
the point of view of the Regional Board. 

When consideration was resumed on June 6 on an amend- 
ment proposed by Mr. WILLINK it was agreed to have a general 
debate on health centres. 

Mr. LINsTEAD said that paragraph 42 of the White Paper 
stated that the object of the general scheme was that the health 
centre system should afford facilities for general medical and 
dental services, special clinic services, and “ outpost” clinics 
of the hospital and specialist services, and also serve as a base 
for activities in health education. The health centre was a new 
conception of a focus for health services which had not yet 
been developed in- this country, and the proposals in both the 
Bill and the White Paper tended to go too far and too fast. 
We did not know how far the idea of a health centre would 
appeal to the general public. They had to be educated to 
the idea of going to a public centre every time they wished 
to see their general practitioner. Administrative difficulties, 
too, could be too easily overlooked. The health centre would 
be a place where the hospital service run by the Regional 
Board, the local authorities’ service, and the general prac- 
titioner service run by the local executive council were all to 
meet. At least three administrations would meet in the same 
building. The health centre might be a hive of industry but 
it would also be a hornets’ nest. The patient would rather 
see his general practitioner, at least for the first interview, in 
the general practitioner’s own consulting room on terms of 
friendship and informality. Health centres with full diagnostic 
facilities were required, for the weakness of the general prac- 


’ 


facilities. The White Paper did not make clear what type of 
health centre was contemplated. Much had been heard about 


titioner service at present was the difficulty of getting these fo vse 


sized health centre. Dr. CLITHEROW associated himself with the 








health centres as places where groups of general practitioners © ih 
got together; such a health centre was little better than a “°" 
communal consulting room. What the public and the doctor WS A 
would prefer was a private consulting room elaborated to em 
proper modern standards, with, very close behind it, a well- )2Ut - 
equipped health centre—a diagnostic centre—where the general PUTP° 
practitioner could send, it might be, a quarter of his: patients scentre 
for a second examination. He hoped the Minister would ° °&% 
assure the Committee that there would be a good deal of © centre 
experiment before public money was directed into any par- )clear 
ticular form of health centre. gnot m 
Cmdr. MAITLAND said that in the countryside the three ‘hat | 
administrative functions mentioned by Mr. Linstead were per- — 
formed by one man and would be so performed for some time. 
He asked whether in the country beds would be provided at Mr 
these clinics. Would there be facilities for emergency opera- centr 
tions? He asked the Minister to give a full exposition of his The 
ideas, and hoped that at the same time he would ensure that pract 
it did not go out from that Committee that all country doctors — the s 
posed as specialists and that all hospitals were run by matrons — jnto 
for their own ambitions. Mrs. RIDEALGH asked whether the — poct 
Minister intended that all health centres should have child- they 
guidance clinics. ° E.M 
h 
ONE DISADVANTAGE OF HEALTH CENTRES : ~- 
Dr. STEPHEN TAYLOR said the general practitioner service in | ™UuS 
the Bill would stand or fall by the success of the health centres. av! 
In the past the general practitioner had felt that the clinic was _ 100k 
taking away his patients. If the doctors were operating under the — WS 
same roof they would be colleagues. The progressive general mec 
practitioner recognized the value of team-work, and some tun! 
successful general practices had multiple surgeries where the sep: 
doctors had installed x-ray plants, dispensaries, and so on  'em 
under a common roof. That had been done in Winchester the 
and a number of other large towns. To educate the public dra 
to visit these centres was not difficult, because a great part of © 
the public already visited clinics or, unfortunately, the out- — All 
patient departments of voluntary hospitals, which they used as ho! 
general practitioners’ centres. He thought they agreed that the ap 
doctor should have his own consulting room at the health ab 
centre, and there could be an appointments system for patients. to 
The health centre had one obvious disadvantage. If four, five, me 
or more doctors were grouped together any patient would have or 
to travel a greater distance to get to his own doctor. That e 
should be minimized by the proper siting of centres. He hoped L 
to see the educative function of the health centre developed. 
In the past doctors had felt they must not talk about pro- ft 
fessional subjects; they should take the patients more into . 
their confidence. He hoped there would not be beds in health b 
centres. Captain Batrp asked for an assurance that the health t 
centre would not be provided solely for general dental services. ; = 
Dr. BARNETT STROSS said he was happy to note that the — . 
Clause said each health centre must be provided, equipped, - 
and maintained to the satisfaction of the Minister. If the — 
doctor who practised in the health centre became a health a 
servant rather than a sickness servant he would want additional B te 
instruments, some of which he had never had in the past, and Ss 
also a lecture hall and the opportunity of educating his patients. e 
on how to prevent themselves getting ill. He would not require v 
in the immediate future to compete with the consultant or " 
specialist, and the provision of x-ray apparatus, operating c 
theatres, beds, and so on was very debatable. But there should 1 
be pathological services on the premises of any reasonably- ‘ 
r 
L 


subsequent amendment put down by Mr. Linstead to add 
pharmacists to the persons who, by a proviso to Clause 21, 
must not be employed by a local authority at health centres 
for the purposes of providing medical or dental services. He 
said that pharmacists preferred to come under the Regional 
Board as being professional men, and he hoped the Minister 
would think well before he forced them to be officers of a 
local authority. Dr. Clitherow also drew attention to another 
amendment in his name which would permit the provision in 
health centres of “general ophthalmic optical services by 
optical practitioners.” 

Mr. MEssER said local authorities’ organizations viewed with 
disquiet the administration which was outlined in the Bill. The 
local authorities were responsible only for the preventive and 
not for the remedial services, yet they were to be the adminis- 
trators of the health centres. They were to provide and equip 
them. Who was to decide the range of equipment? It was a 
bad principle that the user of a health centre should not also 
be the authority responsible for its control. For that reason 
local authorities felt it would be wise if control were in the 
hands of the Regional Board and, if necessary, the local 
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ting these authorities could obtain permission from the Regional Board 
t type of to use the centre under the Management Committee of the 
ard about hospital. Zig Lal ay 

actitioners. Mr. J. S. C. Rep asked what priority of building the Minister 
er than qa Would give to these health centres. In the White Paper there 
he doctor WaS a phrase about using the health centres as “ outposts” for 
‘hospitals. Nothing in the Clause would entitle the local 
‘authority to lay out any part of a health centre for that 
1€ genera] Purpose. He saw nothing in the Bill to link up the health 
$s patients centre with the Regional Board. He thought the matter should 
er would be examined again: If records were to be kept in the health 
| deal of centre by a local authority employee the public would want 
clear assurance and strict regulations that these records were 










an : 
Fa) not made available beyond the doctor who was looking after 

he three that particular patient. 

Nere per- 

me time. © INTELLECTUAL ISOLATION OF THE G.P. 

tig x9 _ Mr. Bevan said there was much controversy about health 

4 hi "centres, but no controversy about the need to establish them. 

ure that _ The only way in which the intellectual isolation of general 

PAP ms ' practitioners could be broken down and a higher standard in 

Pose ag _ the service built up was by bringing independent practitioners 

the the into intimate and frequent contact with their fellow doctors. 
tT the — Doctors had told him how much keener they were because 

© child- — they had been brought into association with each other in the 


_E.M.S. There would be no experimenting with the initial idea 

of health centres ; only experiments on how the idea was to be 
’ carried out, for instance, with regard to building. The centre 
must serve a fairly large unit of population. They could not 


rvice in — 
centres. y have expensive diagnostic apparatus in each street. They were 
nic was _ looking forward to a healthy population, and that was why it 
ider the © Was necessary to give more attention to the preventive side of 
general medicine. At every large health centre there should be oppor- 
~gome — tunities for doctors to talk to children, to mothers, and to 
‘re the | separate sections of the population about their particular prob- 
so on lems. If they could get a stream of healthy people attending 
chester the centre it became a real health centre. One of the chief 
public» | drawbacks of the out-patient departments of hospitals was that 
art of everybody in them was sick. Everybody had something wrong. 
e out- All sorts and sizes of people sat on squalid hard benches for 
sed as hours waiting for tired doctors to attend them. It was an 
at the appalling atmosphere. What the Government had not been 
health 1 able to make up its mind about was whether the country was 
tients. to have health centres providing a variety of services, or rudi- 
, five, mentary consulting centres nearer to people’s homes where five 
| have or six general practitioners attended with comparatively rudi- 
That mentary apparatus, and from which the doctors could send 
10ped their patients for more extensive examination to heaith centres. 
oped. The latter method would probably be the one for rural areas, 
pro- where they would not be able to provide a large number of 
into fully fitted health centres. 
ealth Lord WILLoUGHBY DE Erespy asked whether the way out of 
ealth _ the difficulty was to encourage doctors to develop their own 


Mr. BEVAN: We do not want them to do that. We 


vices. _ surgeries. | lo thi 
- the : want them to get away from their surgeries and mix with each 
the j MORE PARTNERSHIPS WANTED 

althh @& Continuing, Mr. Bevan said the Ministry would be ready 
onal 3 to encourage larger groups. It wanted more partnerships. The 
and \ service must be a national one; to allow local authorities to 
ents. experiment themselves with health centres would permit back- 
uire ward local authorities to deny their citizens health facilities. 
OF The first priority must be houses, and hospital facilities must 
ting come second because in some parts of the country there were 
uld long waiting lists and scarcely any possibility of patients being 
ly- seen. But there were places where health centres could be 
the _ established quickly. He did not suggest that this could all 
add come into operation on the appointed day. lt would have to 
21, _ be a growing service, adapted from year to year as experiences 
res _ dictated. Mr. Reid was wrong when he said the Bill contained 
He nothing to provide specialist services at health centres. Clause 3, 
nal ' Clause 61, and other Clauses provided the Minister with all the 
ter authority he needed. If they did not the Government would 
a - amend the Bill. Dental clinics would be at the health centres 
1er because the Ministry did not wish them to be separated from 
In | the rest of the health services. He had been asked about 
by opticians and ophthalmologists ; if facilities were available and 
if there were enough ophthalmologists it was desirable that any- 
ith body who felt that he or she had something wrong with the 
he eyes should see the ophthalmic surgeon first. If spectacles were 
nd required the eye-testing optician provided them. 

s- Dr. CurrHeRow thought the examination of eyes first by an 
Ip ophthalmologist was a gigantic requirement. Mr. BEvAN said 
a that opticians would not be under greater disabilities than 
‘0 other employees of local authorities. He could not agree to 
n health centres being provided by the Regional Boards. These 
e Boards were much too wide. It was far better for the local 








authorities to have these functions. He agreed that large num- 
bers of people wished to be assured that there would be com- 
plete privacy for confidences they reposed in their doctor. 
There was no intention of mutilating that tradition. What the 
Ministry wished to avoid was the patient having to go through 
the same painful diagnosis by different doctors because his 
medical history was not available. 

Mrs. RIDEALGH asked about child-guidance clinics at health 
centres; many of the sufferings of backward and delinquent 
children were caused by physical defects which were undis- 
covered unless the child was seen by a psychiatrist. Mr. BEVAN 
could not promise that every health centre in Great Britain 
would be staffed by psychiatrists. There was a great shortage 
of trained psychiatrists. Numbers of people who had learned 
the nomenclature of psycho-analysis were masquerading as 
psychiatrists. The guidance given at the health centre should 
be skilled. Later the medical service of the schools would be 
assimilated into the National Health Service and that branch 
could be expanded. 

Mr. WILLINK hoped the Minister was satisfied that the word- 
ing of the Bill would enable him to prevent an unwise local 
authority building six unsatisfactory health centres when they 
should build tWo good ones. He was reassured by what 
Mr. Bevan had said and was prepared to withdraw the 
amendment. 

The amendment was by leave withdrawn, and Mr. LINSTEAD 
moved one in the same Clause to transfer the pharmaceutical 
service in the health centres from the supervision of the local 
authorities to the supervision of the local executive councils. 
After some discussion this amendment was withdrawn. 

On the motion that Clause 21 stand part of the Bill, 
Mr. BEVAN, replying to Mr. Willink, said it was intended that 
all V.D. services and clinics should be taken over by the 
Regional Boards. The Clause was ordered to stand part of 


the Bill. 


Service Hospitals and the Bill 

Mr. Harpy on May 30 reported grave concern at the dis- 
abled persons’ and Servicemen’s hospitals and homes not being 
included in the national scheme for hospitals. Mr. Key said 
the hospitals which were subject to the provisions of the Health 
Service Bill and would normally be included in the future 
service were local authority and all other hospitals which were 
not provided by some other public authority and were not run 
for profit. The relationship to the general service of hospitals 
belonging to other Government Departments would be a matter 
for later consideration. 


Cancer Research Expenditure 

Replying on May 30 to Col. Byers, Mr. HERBERT MORRISON 
said the amount already allocated to cancer research out of the 
grant-in-aid to the Medical Research Council for 1946-7 was 
£7,600. It was not possible to forecast what additional expendi- 
ture on the subject would be incurred during the year, but no 
promising research proposal would be declined owing to lack 
of funds. This allocation of public money was supplementary 
to the substantial expenditure from the endowments and other 
resources of unofficial bodies and institutes existing specially for 
the purpose of research into cancer. 


Invalidity and Pension Awards.—Mr. WILFRED PALING states that 
from the outbreak of war to April, 1946, the number of officers 
and other ranks invalided from the Forces and dealt with by the 
Ministry of Pensions is approximately 720,000. Awards have been 
made in nearly 315,000 cases. In over half the cases where no 
award has been made the man concerned has at no time inferred 
a claim. From persons released from the Forces 64,000 claims 
have been received. Awards have been made in nearly 42,000 cases, 
10,000 claims have been rejected, and 12,000 are under consideration. 


Conscription Period——Mr. Isaacs announced on May 30 that 
young men ony the age of 18 and called up for the Forces in 
1947 would serve for two years. If no unforeseen circumstances 
arose, this period would be progressively reduced for those called 
up during 1948. The arrangement for students during 1946 was 
as announced on April 30. Definite arrangements have not yet been 
made for 1947, but it was hoped to make the same arrangements. 


Release from R.A.F.—Sir E. GRAHAM-LITTLE on May 30 inquired 
about the release of medical officers of the R.A.F. He pointed 
out that by July these officers would be about 10 groups behind 
the Navy. Mr. pe Freitas said the release of medical officers of 
the R.A.F. was slower than in the other two Services because the 
wartime proportion of medical officers in the R.A.F. had been much 
lower than in the Army or Navy. The Air Ministry was doing all 
it could to increase the intake in order to reduce the differences, 
but he could not forecast when approximate equality between the 
Services would be reached. 


Notes in Brief 


The Control of Penicillin (No. 1) Order, 1946, made by the 
Ministry of Supply, was presented to Parliament on May 28. 
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Medical News 








A Chadwick Lecture on Plants in the Service of Mankind will be 
given by Miss Ellen M. Delf, D.Sc., on Thursday, June 20, at 4 p.m., 
at the Chelsea Physic Garden, Swan Walk, S.W., when Sir William 
J. Collins, M.D., chairman of the Chadwick Trustees, will preside. 


The annual meeting of the Faculty of Radiologists will be held in 
Glasgow on Friday and Saturday, June 28 and 29. At the annual 
general meeting on June 28 in the Lister lecture theatre of the Royal 
Infirmary the president, Dr. Ralston Paterson, will take the chair for 
formal business, and after that the Therapy Section will meet under 
the chairmanship of Dr. Robert McWhirter; at 2.30 p.m. the Diag- 
nosis Section will meet at the Western Infirmary, with Dr. Peter 
Kerley in the chair; and at 5 p.m. the National Health Service Bill is 
to be discussed by Fellows in general session. On the morning of the 
second day both sections will meet jointly at the Natural Philosophy 
Department of Glasgow University for a symposium on applications 
to biological and medical research of modern developments in 
nuclear physics. 


With the agreement of the Colonial Office, the National ‘Associa- 
tion for Prevention of Tuberculosis has formed a special committee 
to give advice on x-ray methods and apparatus used throughout the 
British Colonies. The members of the committee are Dr. R. R. 
Trail (chairman), Dr. J. M. Cruickshank (representing the Colonial 
Office), Mr. J. T. Ferrier, Dr. A. Stephen Hall, Dr. P. Kerley, and 
Dr. Harley Williams (secretary). 


A silver cigarette-box and a cheque were presented to Major-Gen. 
R. C. Munday, C.B., retiring chairman of the Plymouth Medical 
Recruiting Board, at a luncheon given by him to fellow-members 
of the Board in the Grand Hotel, Plymouth, on May 25. Gen. 
Munday said it was his wish to give the cheque to the Royal Medical 
Benevolent Fund. 


Penicillin can be supplied only on a prescription from a registered 
doctor or dentist. The Pharmaceutical Society points out that the 
retail prices fixed by the Ministry of Supply are for dried penicillin 
powder and not for the various preparations in which it will be used 
by the public. 


Dr. C. H. St. John has been appointed a member of the Legislative 
Council of the Island of Barbados, and Mr. Aubrey Scott Gillett, 
F.R.C.S., has been appointed a member of the Executive Council 
of the Island of St. Lucia. 








EPIDEMIOLOGICAL NOTES 
Discussion of Table 
In England and Wales an increasing incidence was reported for 
measles 629, acute pneumonia 96, and dysentery 80; the only 
fall of any size was whooping- cough 231. 

The largest variation in the local trends of scarlet fever was 
an increase in London of 26. The only appreciable change in 
the returns of diphtheria was an increase of 12 in Yorkshire 
West Riding. The fall in whooping-cough was common to all 
regions except London and the south-eastern and northern 
counties, which showed little change. 

Measles appeared in Anglesey during the week, and 101 cases 
were notified ; the remainder of the increase in measles was 
accounted for by the counties where the disease was already 
prevalent. The largest rises were London 198, Essex 115, 
Surrey 67, Lancashire 57, Yorkshire West Riding 51. 

The rise in dysentery resulted from increases in existing out- 
breaks. The largest returns were Lancashire 35, London i6, 
Middlesex 16, Oxford 12, Essex 12, Warwickshire 12, Devon- 
shire 11, Surrey 9. 

In Scotland the chief feature of the returns was a fall of 31 
in the notifications of diphtheria, other declines in incidence 
being whooping-cough 43, dysentery 14, scarlet fever 11. In- 
creases were reported for measles 49, and acute primary 
pneumonia 21. 

In Eire a fall occurred in diphtheria 19, and measles 40. 
There were 22 cases of diarrhoea and enteritis. 

In Northern Ireland the only change of note in the returns 
was a fall of 7 in diphtheria. 


Week Ending June 1 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,070, whooping-cough 
2,059, diphtheria 304, measles 3,931, acute pneumonia 596, 
cerebrospinal fever 54, acute poliomyelitis 9, dysentery 163, 
smallpox 2, typhoid 5. 


Corrigendum 


In the figures for the week ending May 18 the increase of 20 cases 
of diphtheria in Eire has since been corrected to an increase of 14. 


No. 21 


INFECTIOUS DISEASES AND VITAL STATISTICS : 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 25. 


Figures of Principal Notifiable Diseases, for the week and those for the corre- | 


sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, | 


are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 
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* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 


t+ Includes primary form for England and Wales, 


county), and Northern Ireland. 
t Includes puerperal fever for England and Wales and Eire. 
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ANY QUESTIONS ? : 


Metabolism of the Nervous System 


Q.—Please give an account of the metabolism of the nervous 
system. What is the influence of the central nervous system on 
the general metabolism ? . 


A.—The gaseous metabolism of the brain has been studied 
in animals, including man, by comparing the composition of 
arterial and venous (internal jugular) blood and measuring the 
cerebral blood flow. Studies of isolated brain tissues (sliced 
or minced) have also been made. Jt seems likely, because the 
R.Q. is usually 1, that the brain gets its energy mainly by the 
oxidation of carbohydrate. Both glucose and lactic acid are 
taken up from the cerebral blood and apparently oxidized, 
since there is no evidence of glycogen storage. The reserves of 
carbohydrate are low. The mental confusion, delirium, and 
possibly convulsions which develop in animals in “ insulin 
shock,” or after hepatectomy, are probably due to hypo- 
glycaemia, and the relief of the condition by the injection 
of glucose suggests its importance in the normal functioning 
of the brain. Vitamin B, probably acts as a coenzyme in 
facilitating the oxidation of glucose; this may explain the 
nervous symptoms which accompany B, deficiency. The scope 
of the question is, however, so large that no adequate answer 
can be given here and the questioner is referred to Page, The 
Chemistry of the Brain (1937), and Holmes, The Metabolism of 
Living Tissue (1937). 


Diphtheria in the Immunized 


Q.—I saw recently a fatal case of diphtheria in a girl of 6 
who had been immunized about two years ago. Would it not 
be desirable for county authorities to record the number of 
diphtheria cases that have actually been immunized ? 


A.—The occurrence of diphtheria in inoculated persons is 
now generally recognized and accepted ; the incidence of infec- 
tion among the inoculated has been estimated from the annual 
returns of local authorities to be in a ratio of 1 : 34 of the 
uninoculated. There are several possible explanations for the 
appearance of diphtheria in inoculated persons. (1) Diphtheria 
toxoid immunizes against the toxin of the organism and not 
against the organism itself, so that strains of the diphtheria 
bacillus that have a certain “ invasive” power, as seems to be 
the case with the gravis and intermedius types, may be able 
to establish a local throat infection with membrane formation 
(diphtheritic tonsillitis) but without toxaemia. (2) The anti- 
toxic immunity which develops after a child has received a 
course of diphtheria prophylactic begins to wane after some 
months, and in two or three years may have fallen to a very 
low level. If at this stage the child is attacked by the diphtheria 
bacillus the antitoxic response of the tissues may not be mobi- 
lized quickly enough to prevent the formation of enough toxin 
to do some damage. As a rule such infections are not severe and 
a fatal issue is rare. Thus, the mortality among immunized 
children has been estimated at a ratio of 1 : 25 of unimmunized 
children. (3) The immunizing agent may be a poor one, as 
happened in the early years of the war with a particular batch 
ot A.P.T., but the chance of this happening in this country 
to-day is minimal. 

To reduce the risk of infection among children who have been 
immunized in infancy and who may have lost a good deal of 


their antitoxic immunity in the pre-school years, a boosting 
dose of 0.2 ml. A.P.T. should be given when the child goes 
to school, and this dose may, if thought necessary, be repeated 
five years later. In this way antitoxic immunity is maintained 
at a reasonably high level and the chances of fatal infection 
are very small. 

Proper recording of the state of immunization of the child 
community is certainly needed, and has been strongly advocated 
by the Ministry of Health (see Monthly Bulletin, September, 
1944, p. 142). Provision has now been made for improving 
the returns made by medical officers of health so -hat the inci- 
dence of diphtheria in immunized and unimmunized children of 
different age groups can be compared, and more precise data 
will thus be obtainable on any deaths from diphtheria in 
immun.zed children. 


Glass and Ulira-violet Light 


Q.—Does glass specially made to permit the passage of ultra- 
violet light lose this property with age? If so, what is the rate 
of loss ? 

A.—Such special glasses do lose their transparency for ultra- 
violet light to some extent with age—i.e., duration of exposure 
to ultra-violet radiation. The rate of loss, and the final, stable 
transmissivity, differ for different glasses. When used in 
windows the ageing of the glass is usually complete within 
twelve months, and the transmission factor may be reduced 
appreciably—in some specimens by as much as 20%. The 
loss is due to the presence of impurities in the glass, and can 
be made small by careful control of materials in manufacture. 
A high degree of stability is claimed for some of these trans- 
parent glasses. 


Wuchereria bancrofti 


Q.—Is there any specific treatment for filariasis due to 
Wuchereria bancrofti ? 


A.—There is no drug therapy which can be relied upon to 
eradicate Wuchereria bancrofti, but several compounds, par- 
ticularly the organic antimonials, may bring about a temporary 
disappearance of the microfilariae, and on occasion may even 
appear to succeed in eradicating the infection. Thus of 30 
patients treated with 0.3 g. of neostibosan on.alternate days for 
from five to seven weeks, 13 were free from circulating micro- 
filariae after twelve months. Little or no change occurred in the 
microfilarial levels during, or immediately after, treatment, and 
it is suggested that the slow loss of the microfilariae was due 
to the action of the drug on the adult worm. Progressively 
increasing doses of filarial antigen may relieve patients of 
symptoms presumably due to sensitization to products of the 
parasites, but here again treatment is uncertain in its effects. 


Subarachnoid Haemorrhage 


Q.—A man of 50, previously healthy and with a normal 
blood pressure, did four years’ service in the Middle East. He 
was subjected to considerable physical and mental strain for 
some months before he collapsed with a subarachnoid haemor- 
rhage. He is now well again, apart from some loss of energy 
and drive. (1) What is the prognosis? (2) What precautions 
should be advised to avoid a recurrence? (3) Is it true to say 
that the subarachnoid rupture of a presumably congenital 
aneurysm is quite unrelated to earlier physical and mental 
strain? (4) Is 50 the usual age for such cerebral accidents ? 


A.—(1) The prognosis must be guarded as there is always a 
prospect of recurrence. In Magee’s series of 150 cases, 50 
patients had a recurrence of bleeding ; and as 52 of the total 
original series died, the 50 recurrent cases are to be related to 
the surviving 98 (Lancet, 1943, 2, 497). 

(2) It is difficult to formulate dogmatic rules to prevent such 
a catastrophe, especially as in most cases of spontaneous bleed- 
ing no precipitating, or even provocative, features can as a 
rule be traced. Nevertheless, common sense enjoins that the 
patient should be warned against lifting heavy weights, or 
cranking his car, or making any sudden and strenuous physical 
exertion. Over-tiredness from sustained and excessive physical 
and mental work should also be avoided so far as possible. 

(3) Earlier physical and mental strain may well be claimed 
as an aetiological factor provided that there is a reasonably 
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short interval between such strain and the onset of the 
haemorrhage. 

(4) For the first occurrence of bleeding from a congenital 
aneurysm 50 years is certainly rather late. Of Magee’s series, 
only 6% were over 40 years of age. The prognosis is rather 
more serious in these older patients, both as regards immediate 
mortality and as to liability to relapse. 


Daffodil Dermatitis 
Q.—How should I treat a patient with dermatitis caused by 
handling daffodils? She is in the flower trade, and the usual 
remedies are of little avail. She finds it impossible to work 


with gloves, and equally impossible to avoid handling the 
flowers. 


A.—The prospects are not very hopeful for the rehabilitation 
of this woman to enable her to overcome her sensitization to 
daffodils. It is possible that nothing short of avoidance of 
contact (with cut stems and pollen) will be of any avail. Some 
workers are undoubtedly able to wear gloves, and fabric-lined 
rubber gloves are perhaps the best. Failing this, one of the 
barrier prepaiations of the waterproof variety might assist, but 
is unlikely to give complete protection. If other manifestations 
of allergic response are present, these should also be considered. 


Cyclical Urticaria 

Q.—Afier her second confinement six years ago a patient 
of 29 suffered from intermittent buccal ulceration with large 
blebs on her legs and hands. Eighteen months later the same 
condition recurred and it continues to do so. The attacks are 
worst eight or ten days before a menstrual period, and they 
clear when the period begins. Her menstrual history is normal. 
She is now two months pregnant and has been completely free 
from symptoms since conception. This appears to be an endo- 
crine disorder, and I should welcome suggestions for treatment 
should she have a recurrence after delivery. 


A.—The cyclical appearance of urticarial rashes, herpes, 
acne, and other skin reactions in relation to menstruation is 
well recognized but little understood. One particular syndrome 
is cyclical stomatitis or buccal ulceration, which is sometimes 
associated with simultaneous ulceration in the vagina or vulva. 
Lesions of this kind most often occur just before, or during, 
menstruation, tending to heal in the interval, and their appear- 
ance is remarkably constant, so the case quoted is by no means 
typical. However, it conforms to the rule in that the ulceration 
disappears during pregnancy. This kind of trouble almost 
invariably reappears a few months after delivery, and observa- 
tions of this kind have led to a belief that there may be an 
endocrine disturbance, although the nature of it is unknown. 
Another theory is that the lesions are an allergic manifestation, 
and a family history of various forms of allergy can sometimes 
be obtained. This possibility should be explored in this case 
and sensitivity tests carried out. If a determining factor can 
be found, desensitization may be expected to give a cure. 
Endocrine therapy is largely empirical—all the sex hormones 
have been used with varying degrees of success in individual 
cases. On the whole, chorionic gonadotrophin gives the best 
results, but it may have to be continued almost indefinitely. 
It might be tried in this case, or, failing that, progesterone. 


Coeliac Disease 


Q.—/s it possible to summarize briefly modern views on the 
cause and treatment of coeliac disease ? 


A.—tThere is usually no real difficulty in deciding the 
diagnosis of coeliac disease. However, in some cases of 
steatorrhoea in infancy or early childhood it is important 
to exclude the possibility of congenital pancreatic deficiency 
(fibrocystic disease of the pancreas). The stools in the latter 
disease are of a peculiar waxy appearance, and it may be neces- 
sary to determine the enzyme (lipase, etc.) content of the 
duodenal juice. In coeliac disease the enzymes are present. 

The cause of coeliac disease is still unknown. In fact, the 
whole problem of normal fat absorption is under close and 
elaborate reconsideration (Frazer, 1946). One of the remark- 
able facts in coeliac disease is that quite a good percentage of 
fat is absorbed, and it is a strange thing that the loss of, say, 
8 to 10 g. of fat out of an intake of, say, 50 to 60 g. a day 


should be related to such severe clinical disorder. Clearly some guch a | 
deeper processes are at fault in the intestinal tract—as suggested oth o 
by the peculiar radiological appearances in the active disease— 


but in most cases the abnormality is not irreversible. Since 


the disease usually begins in late infancy or early childhood — 
(it may not be diagnosed at that time), it suggests an early | 
partial failure or exhaustion of one or more of the complex 
enzyme factors which probably contribute to fat absorption, 
Whether this is_ 
interlocked with abnormal requirements in vitamins of the — 
B group is at the moment a matter of considerable interest ~ 


as outlined by Frazer’s “ partition theory.” 


and importance, and especially so in the light of the alleged 
clinical and biochemical success of .folic acid in the treatment 
of the possibly allied disease, sprue (Journal, April 6, p. 529). 
A clinical trial of folic acid in adequate dosage in coeliac dis- 
ease is awaited with keen interest. 


May et al. (1942) consider that the defect in. the intestinal 


absorption of fat and carbohydrate in coeliac disease lies in 
the intestinal mucosa, and that the absorption of fat, intestinal 
motility, absorption of glucose, and the clinical course are 


favourably influenced by crude extract of liver and the vita- © 


min B complex given parenterally. For the considerable details 
of this treatment May’s paper should be consulted. His clinical 
results, over periods of one to six months, appear favourable, 
and especially the increased vitamin A absorption as an 
index of biochemical improvement. Paterson et al. (1944), 
while admitting that the malabsorption of fat and carbo- 
hydrate remains unexplained, claim satisfactory gains in 
height, weight, and general health in the early weeks on a 
similar course of therapy; and that if the treatment is suffi- 
ciently intensive and prolonged, there is a diminished loss of 
fat in the stools. A less dramatic improvement is noted in 
cases receiving only parenteral liver extract and B complex 
orally. However, in some cases, even with intensive therapy, 
the high-fat content of the Stools may persist, although there 
is a gain in weight and general improvement ; some cases are 
refractory and fail to improve on tHe treatment. It appears 
from the study .of these reports that no specific remedy has yet 
been discovered. Be it noted, however, that the folic acid 
content of the material used was not known, or it may have 
been present in insignificant amounts. 

It should be stated that Ross (1936) obtained significant 
evidence that injection of liver extract increased dextrose absorp- 
tion and utilization, and it may well be that the therapeutic 
response is in some degree due to changes in this function 
rather than to a direct check on the steatorrhoea. Personal 
observations on the newer forms of treatment have not yielded 
the anticipated dramatic results, and we believe that it is most 
desirable, at present, to continue the low-fat-diet regime as a 
basis, add adequate amounts of ascorbic acid, carotene, and 
calciferol, and give oral or parenteral B group and concentrated 
crude liver extract, 2-4 ml. intramuscularly each week. In the 
more severe cases it may be desirable to proceed to an “ inten- 
sive course ” of parenteral therapy as outlined by May, but even 
so dietetic control is still considered necessary. Slow progress 
is often good progress in this disease. Intercurrent infections, 
especially the inhibitory and possibly devastating upper respira- 
tory infections, must be attacked urgently to avoid an acute 
intensification of the coeliac syndrome. 
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Infectiousness of Stuttering 


Q.—A patient who stuttered ten years ago now speaks 
normally. He has not stuttered since his mate joined the 
Army. His mate stuttered badly and was his constant 
companion. Is it catching? 


A.—Stuttering, like any form of neurosis, may be the result 
of suggestion, direct or indirect, and of identification. When 
one individual is fond of another he is usually suggestible to 
the other, and therefore may take over his characteristics. This 
form of identification is very common in early childhood, when 
the child impersonates people round about in its play, and takes 
over their mannerisms, both normal and abnormal. I have had 
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learly some $uch a case. A small boy, listening to a major and a colonel 
iS Suggested both of whom stammered, and being filled with admiration for 
€ disease— them, likewise began to stammer, and continued to do so till 
ble. Since he was about 30. He then decided to give it up and spoke 
childhood Pormally. Unfortunately, most cases of stammering are much 
S an early too deeply involved to be cured so easily. There seems little 
le complex @oubt that, in the case mentioned, with the departure of his 














absorption, | Mate the identification was broken, and, the suggestibility 
her this is Coming to an end, the patient spoke normally. 

ns of the — 

le interest | Spontaneous Combustion of Quilts 


he alleged| @Q.—A patient put her baby out in the sun in his perambula- 
treatment yor. ‘For no apparent reason the baby’s quilt, made of artificial 
6, P. 529). silk lined with splint wool (upholsterer’s wadding), burst into 
deliac dis- * flames. Are such quilts likely to undergo spontaneous ignition 


~in sunshine ? 











mene ' A.—lIn the writer’s opinion this accident is to be attributed 
intestinal ‘solely to the wadding lining of the quilt, which has become 
urse are contaminated with oil—probably in a high local concentration. 
the vita- _ The conditions of warmth have led to rapid oxidation of the 
le details oil with an increase in temperature, leading ultimately to com- 
s clinical “bustion. This phenomenon is well known with unscoured oily, 
vourable _or subsequently oil-contaminated, fibre when the conditions are 
1 as an ‘favourable. The writer came across a similar instance in an 
. (1944), 2€roplane seat about 1916. In that case local concentrations 
1 carbo. Of Kapok-seed oil in the kapok stuffing were shown to have 
ains in caused spontaneous combustion. A rapid and efficient method 
be ae of determining the liability of oils on fibre to develop heat spon- 
is suffi- " taneously is provided by the Mackey cloth oil tester, which is 
loss of ' obtainable as a standard apparatus. 
10 i { 
Sain Red Hair and Bleeding 
therapy, Q.—Do patients with red hair show an undue tendency to 
th there bleed during surgical operations ? 
ses are i A.—In thirty-five years of surgical experience the writer has 
appears : never noted that. patients with red hair have shown any undue 
has yet © ~ tendency to bleed during a surgical operation, nor has he 
Ic acid — ever heard anyone put forward that suggestion. However, the 
y have matter could easily be put to the test by estimating the coagula- 
; _ tion time of a series of red-haired patients and comparing with 
= wen a control series. 
reek INCOME TAX 
inction Car Expenses 
Tsonal J. P. bought a car in 1939 for £148 and has been allowed depreci- 
‘ielded ation on it every year; he sold the car on Dec. 31, 1945, for £210 
} Most i and then bought a new car for £400. The practice accounts are 
> asa made up to April 4. What should he claim “ for the year ending 
*, and “ April 4, 1946 ’’? 
trated *,* The depreciation and similar allowances are due for the finan- 
In the cial year, not as a deduction from the profits of the year of account. 
inten- The relevant question is, therefore, what allowances should be 
‘even claimed for the financial year ending April 5, 1947. No allowance 
gress is due in respect of the old car. As regards the new car, the follow- 
‘ ee ing allowances should be claimed: (a) an “initial ’ allowance of 
a, 20% of £400=£80, and (b) a “ depreciation ” allowance of 25% of 
Pira- £400 = £100. 
acute & Sale of Practice and Cars 
} M. M. asks two questions: (a) He sold his practice and two cars 
- on Jan. 1, 1946. Is he liable for ‘“‘ balancing charges ”’’ on the 
excess of the amount obtained for the cars over their written-down 
value? (b) He bought the share of a deceased partner in 1942. 
Does that raise his limit in respect of insurance premiums (Sec. 9 
of the Finance Act, 1941) by the income his late partner derived 
> from the practice in 1938-9? 
*,* (a) M. M. is not liable for balancing charges, and his partner 
can claim allowances based on the amounts at which the cars 
caks changed hands. (b) No. Under the provision referred to the limit 
the of income is ‘“‘ the total income of the year of assessment Or. . . for 
bane _ the year 1938-9, whichever is higher.” Life insurance relief is a 
"personal matter, and the 1938-9 income is M. M.’s income, unaffected 
by subsequent events. 
~ Remittances from Colonial Earnings 
to 5 N. C. M. has bought a house in the United Kingdom and con- 
his . sequently ranks as a “ British resident.” 
1en ** He will be liable as a British resident for the whole of the 
kes present financial year—i.e., the year to April 5, 1947. Remittances 
ad to this country will not be liable to income tax if the period of 
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Colonial employment is three years or more and he is absent for 
the whole of the financial year concerned. Remittances from 
capital are not liable as income, but the discrimination involves 
difficult questions. If, for instance, there is foreign current income 
available for the remittance and the amount is remitted to meet 
current (i.e., non-capital) expenditure here, the claim that the remit- 
tance was one of capital might fail. 


Claim for Arrears of Tax 


D. C. was employed during 1940-2 as M.O.H. to four authorities 
in a combined appointment; it was understood that tax would be 
deducted by the authorities from their payments for salary but not 
from their payments for expenses. He has now been informed by 
the local tax office that the deductions made for the year 1940-1 
were insufficient and that he is liable to account for the balance 
of £125, 


** It seems that something must have gone very wrong with the 
collection arrangements to produce so unfortunate a result, and 
D. C. is, we think, entitled to a much fuller explanation than he 
has so far received. But if the full amount of tax due has been 
assessed—in which case D. C. will presumably have received a 
formal notice—but part remains uncollected, it is still a legal 
liability, and we fear that D. C. cannot avoid it even if he is in a 
position to show that either the tax office or the authorities, or both, 
were to blame for failing to obtain the tax at the proper time. 


LETTERS, NOTES, ETC. 


Peritoneal Gloves in Prithitive Surgery 


Gp. Capt. G. SrRUAN MARSHALL writes from Edinburgh: Dr. A. R. 
Eates mentions (May 4, p. 709) the use by Arabs of ants as Michel 
clips. There will be found, in a book written about twenty years 
ago—Secrets de la Mer Rouge by Henri de Monfreid—and published, 
I think, in Paris, a fairly detailed account by an intelligent layman 
of an operation in the Sinai Desert that should still further amuse 
Dr. Eates’s virtuosi. De Monfreid seems to have been a pearl fisher 
in the Red Sea, intermittently dodging those who would interfere 
with his apparently nefarious trade. He writes of an occasion when 
he had landed and gone up country; a tribesman was brought in, 
suffering from a deep spear wound of the belly. After some delay 
a native “doctor ’’ appeared and gave the injured man something 
to suck that seemed to blunt his sensation. Then he examined the 
wound, and got an acolyte to hold it open. He extended the wound 
with a blade dipped in very hot melted butter, and exposed the 
stomach, which had been. penetrated by the wounding spear and 
was gaping. He now had a goat killed and its belly opened; he 
extracted the omentum and draped it over his hands, and with these 
natural gloves handled the stomach. Holding the cut edges of the 
stomach wound together, he took a large ant from a vessel, held 
it just behind the head, and brought it to the approximated edges 
of the wound, when the ant’s mandibles closed firmly on them. 
At this moment he brought his nails together, nipping off the ant’s 
head, which remained clamped to the cut edges, holding them 
together securely. Four points of interest emerge: the anaesthetic, 
in a country where alcohol is forbidden; the keratinous Michel 
clips, or rather visceral clips, which would presumably not be dis- 
solved by the peritoneal fluid for a very long time, if at all; the 
surgical gloves of the only ideal material imaginable, which, being 
themselves peritoneal, would not injure the peritoneum in the 
slightest; and the sterilization by moist heat, probably greater than 
that of boiling water, in a medium that would lubricate the knife. 
I write from a tenuous memory, and may have got minor details 
slightly wrong, but I am sure of the major ones, and can only 
wonder at so modern a development of surgical technique in a 
country where communication is difficult and scanty. Ex Africa 
semper aliquid novi—well, not quite Africa but near enough. 


A Close Shave 


Dr. FRANK Crossie (Ealing) writes: The communication from 
Dr. L. Erasmus Ellis (May 4, p. 710) tempts me to offer to my fellow 
‘“‘ tender-skins ” the gleanings from upwards of half a century’s trial 
and error. The points in order of importance are: (1) Cold water 
for both lathering and washing off. (2) A sharp open razor and 
a pannikin of really hot water into which the blade should be 
dipped frequently throughout the operation. (3) Perform the 
operation after the tub, preferably in the shirt and trousers stage. 
(4) The use overnight of an ointment containing a few grains each 
of acid. salicyl. and pulv. sulph. praecip. ad 1 oz. (28 ml.) eucerin 
base. (5) Liq. hamamelidis (B. W.) is unrivalled for post-operative 
purposes. (6) A base of soap from a stick on the face plus an 
overlay of cream on the brush; to preserve the life of the latter 


(a consideration these days) don’t remove the remains of the old 
soap till just before re-use. 
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Proctalgia 

Col. N. J. C. RurHERFoRD (Farnham) writes: This correspondence 
has interested me as I started the subject in the Journal in 1929 by 
asking for suggestions for treatment. Quite a few doctors answered, 
but “I evermore came out by that same door where in I went.” I 
have had the complaint since the 1914-18 war. The attacks come 
on at any time, day or night, and the pain can be severe enough to 
make one halt if walking or sit down if in the house. The only 
cure I know is heat; at night sit on a hot-water bottle or electric 
pad; during the day, when or where available, crouch down, semi- 
sitting, over an electric or gas fire. Another member of my family, 
a lady, has also had the complaint for over twenty years. In future 
I shall try the gastro-colic reflex advised by Prof. F. C. Pybus. 
Threadworms and slight eczema were suggested to me as causes, but 
did not fit in my case. As I get older I find the attacks come at 
longer intervals; perhaps I may grow out of them in my octogenariarf 
years! 


Dr. N. H. Stein (Edinburgh) writes: I suggest that the symptoms 
described under the headings of proctalgia, etc., are due to a pro- 
lapse of the lower part of the pelvic colon into the rectum, occurring 
intermittently and leading to a congested state of the mucous mem- 
brane. Incomplete return leads to a small faecal mass being caught 
in the inflamed area, increasing spasm, and acute pain. The 
initial cause of the prolapse may be some congenital weakness in 
this part of the gut, the presence of a polyp, or obstruction by 
kinking due to the adhesion of neighbouring structures. An 
adherent appendix would tend to produce this. In many cases, 
if not in all, it is simply the persistence into later life of the condi- 
tion of prolapse recognized in young children. In an extreme case, 
in which this prolapse was easily demonstrable, there was a history 
of this. I shall be glad to give further details to those interested. 


Nocturnal Erections 


Dr. WricHt Lambert (Keighley) writes: Oestrogenic therapy was 
suggested to me by Mr. H. Hamilton Stewart, of Bradford, for the 
treatment of troublesome and frequent nocturnal erections in a 
patient, 58 years of age, on whom Mr. Stewart had performed 
prostatectomy (5 oz. (140 ml.) of residual urine) by the transurethral 
route, and whose priapism, without any apparent sexual libido, 
was not cured by the operation. Stilboestrol, 5 mg. daily, keeps 
him entirely free from the condition, but he relapses almost as soon 
as he stops treatment. Mr. Stewart recently suggested that dien- 
oestrol 0.3 mg. would be equaliy effective and be less liable to produce 
untoward side-effects. This patient got no relief from pheno- 
barbitone gr. 1/2 (32 mg.) at bedtime. Whilst oestrogenic therapy for 
this condition would seem to be based on sound physiology, I cannot 
see why the androgen testosterone (June 1, p. 864) should be success- 
ful. Mr. Hamilton Bailey in the Medical Annual (1945, p. 232) 
mentions Cave’s operation, incision of the corpora cavernosa, 
evacuation of blood clot, and packing with gauze, as having been 
completely successful in one case. 


Nasal Cleanliness 


Dr. Percy TatcHett (London, S.W.5) writes: The late Sir 
Buckston Browne was emphatic that by taking snuff he avoided 
colds in the head. Snuff-taking was a common practice in the 
last century, with the object largely of preventing infection. This 
presumably it did by creating a profuse discharge, which washed 
out the nose. There is no need, however, to take snuff to attain that 
end; it is easily done manually when washing the face. 
say: “ Why not use.a spray, is that not better?”’ People will not be 
bothered; they use the spray once or twice, and get tired of the 
paraphernalia and the mess. Besides, a spray by-passes the glutinous 
mucus found in the wings of the nose, a first-class nidus for bac- 
terial growth. It is only a matter of a few moments to do it with 
the soapy fingers, and experience will show that soap does not sting 
appreciably unless sucked up to the turbinate bones. In this region 
matters can be left to one’s natural defences. I believe, by the 
adoption of this simple routine, the risk of infected colds, all the 
fevers of adolescence, and such mysterious air-borne ailments as 
influenza, and the appalling catastrophe of infantile paralysis, can 
be greatly diminished. 


Remedies for Herpes Zoster 


Dr. W. H. MarsHatt (East Grinstead) writes: The experience of 
general practitioners is often different from that of consultants. In 
my experience pitressin 1 ml. (0.5 ml. for the aged) gives striking 
relief to almost all cases of herpes zoster if given in the early stage 
before the rash has finished coming out; the earlier crops lose their 
pain, and the later ones appear as an erythema and then vanish with 
little or no vesicle formation. Relief is obtained within five minutes, 
or at the most half an hour, or not at all. 


Dr. HuGuH Dickie (Morpeth) writes: May I give a brief account 
of an accidental discovery of mine which appears to be a complete 


One may . 








cure for herpes zoster? While acting as M.O. to Offlag IVc if 
Germany I was desperate to find some relief for a young offic 
with a very severe attack of dermatitis herpetiformis. I had trie 
everything in my short range without effect, and, more in an attemp 
to raise his general tone, I gave him 4 ml. of a liver extrac 
intramuscularly. The next day he was well! No new spots an 
the pain had gone from the old ones. Five months later he ha 
another attack; same treatment immediately and the whole thins 
aborted. We then tried this “ treatment” on a French lieutenant 
with a very severe intercostal herpes. This man had some experience 
of shingles—his wife and mother had both been very ill with it 
some years previously. On the day after the injection of liver extract 
I was overwhelmed with a profusion of Gallic thanks—all the pain 
had gone, no new eruptions, and within a week all the original 
papules had healed. Next came two British soldiers, with equally 
startling results. I have now “ treated” 7 civilians at home in this 
way, age range from 26 to 81 years, with herpes ranging from supra- 
orbital to tweifth dorsal. All cases were treated within the first 
forty-eight hours of the appearance of the rash, and all responded 
overnight. Admittedly the number of cases, 10 in all, is slight, but 
the results are so striking that I feel some publicity should be given 
to them, and perhaps someone with a more scientific outlook may 
find the reason. 


Contramine for Herpes 


Dr. E. S. Hawkes (Budleigh Salterton) writes: May I correct 
your reply to the first of “Any Questions?” (May 25, p. 822). 
If you refer to a Medical Memorandum (Sept. 25, 1943, p. 391) you 
will find my article which gives the inquirer the information he 
seeks. It will be noted that it does not apply to a few isolated 
cases, but a series of 15. The remedy is effective only in early 
cases. It is also most effective in early chicken-pox. 


* Cord Round the Neck ” 


Dr. V. P. Rosinson (Norfolk) writes: It may be of interest to 
report that I recently confined a girl aged 16; the cord was round 
the neck loosely and was easily slipped over, but the child was born 
dead. A tight knot was found in the cord, which was 39 inches (1 m.) 
long. Movements had ceased for about two days. 


Injections on Board 


Mr. C. D. L. STewart-ForsHAW (Roche Products, Ltd.) writes : 
Surg. W. S. Parker in referring (May 18, p. 775) to a specially 
developed “tubonic’” ampoule appears to be unaware of the 
remarkably efficient unit called “ tubunic” ampoule syringe (tube 
unique) originally introduced by my firm some years before the war. 
This unit is essentially for such emergencies. During the war it 
was part of the equipment in the Merchant Navy in all lifeboats, 
and it was also employed by a number of special units of the Ser- 
vices. I am proud to say that it was responsible for saving a 
number of lives. 


Medical Journals for Hungary 


Mr. Epwarp FUuLLER, Editor of the World’s Children, writes from 
20, Gordon Square, London, W.C.1: Some little time ago you very 
kindly gave publicity to a letter from me, passing on a request from 
the Save the Children Fund’s administrator in Hungary, for British 
medical periodicals, to help bring Hungarian practitioners’ knowledge 
up to date. A number of your readers generously responded—and 
some pass on their own copies regularly after use. These—and any 
prospective new donors—may like to know that I have to-day had 
a letter from the Hungarian correspondent, who says: ‘“ Please 
thank for me all who are concerned in sending the medical papers. 
They are of infinite value. They go round among the doctors and 
will finish their career in the library of the central clinic.” 


Medical Golf 


By courtesy of the Stockport Golf Club the annual competition 
of the Manchester and District Medical Golfers’ Association will 
be resumed on the course at Torkington on Wednesday, June 26. 
The Challenge Cup will be competed for by medal play under handi- 
cap; the winner will hold the cup for one year, and the captain 
(Mr. R. L. Newell) will give a second prize. The Walter Gold 
Medal will be held for one year by the member returning the best 
gross score, and the Walter Silver Medal by the member returning 
the best gross score from among those with handicaps of ten and 
upwards. Prizes will be provided for the winners in lieu of replicas. 
All correspondence should be addressed to the hon. secretaries, 
Manchester and District Medical Golfers’ Association, c/o British 
Medical Bureau, 33, Cross Street, Manchester, 2. 


Correction 


The figure 0.4 in line seven under the subheading “ Results ” in 
the article by Dr. R. C. Browne on “‘ Amphetamine and Caffeine 
Citrate in Anoxaemia ” in last week’s issue (p. 871) should read 1.2. 























